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The new, highly effective oral diuretic, 
Rolicton, greatly simplifies the task of main- 
taining an edema-free state in the patient 
with congestive heart failure. Rolicton meets 
the criteria for a dependable diuretic: con- 
tinuous effectiveness, oral administration 
and clinical safety. 

In extensive clinical studies the diuretic 
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In most edematous patients Rolicton may 
be employed as the sole diuretic agent. When 
used adjunctively in severe cases, Rolicton 
is also valuable in eliminating the “peaks and 
valleys” associated with the parenteral ad- 
ministration of mercurial diuretics. 
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is usually adequate for maintenance therapy 
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nois. Research in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 


GP December 1956 l 


VOLUME XIV - NUMBER 6 


DECEMBER, 1956 


Contents 


The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees, 


GP i; published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice iprinter): 350 East 22nd Street, Chicago 16, Illinois * One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A., $12.00 in Canada; $14.00 in other foreign 
countries, Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Ulinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1956 by the 
American Academy of General Practice. 


SCIENTIFIC ARTICLES 


Ataractics in Medical Practice 


Joseph F. Fazekas, M.D., James G. Shea, M.D. and Paul D. Sullivan, Jr., 
M.D. 


Here is a concise summary of the pharmacology of the ataractics- 
reserpine, meprobamate, chlorpromazine and promazine—as well as an 
enlightening’ discussion of their usefulness in the management of dis- 
turbed states. 


A Cancer Examination for the Asymptomatic Patient 
John G. Walsh, M.D. 
This essay stresses the importance of a periodic, complete physical ex- 
amination in the detection of hidden cancer. The family physician's 
office should be thought of as a “cancer detection clinic.” 


Personality Variants in the Parents of the 
Handicapped Child . ... 
Zigmond M. Lebensohn, M.D. 
Dr. Lebensohn’s discussion will aid in our understanding of the vary- 
ing reactions of parents to their child’s handicap. Often, the most im- 
portant contribution to the child’s improvement is the skillful handling 
of the disturbed parent. 


What’s New in Diving Medicine . 
James K. Martins, M.D. 


Here is an introduction to the physiologic alterations that occur at work 
or in sport under water. Air embolism and “bends” are the prime 
dangers, but the most common hazard is aero-otitis. 


Office Obstetrics in Rural Practice 
W. H. Lane, Jr., M.D. 
For patients living in remote rural areas, hospital delivery may be im- 
practicable. Home deliveries are inconvenient or undesirable. This essay 
describes a suitable compromise—office obstetrics. 


Diagnosis of Brain Tumors 


George N. Thompson, M.D. 

The early recognition of intracranial neoplasms depends upon careful 
and complete evaluation of the patient. Dr. Thompson points out many 
of the pitfalls encountered in arriving at this diagnosis, with many fine 
cases from his own experience. 


Group Therapy for Obesity—Without the Group 


B. Wheeler Jenkins, M.D. 


"Operation SHRINK!” is a successful modified group therapy program 
for weight reduction, devised by Dr. Wheeler. Patients compare and 
compete through wallboard weight charts, without actually meeting. 


The Advisability of Early Surgery in Mitral Stenosis 
Houck E. Bolton, M.D., Dryden P. Morse, M.D. and Alberto M. Paris, M.D. 


A diagnosis of mitral stenosis implies a decision—when to operate and 
when not to operate. This essay analyzes the factors that determined 
operative risk in 1,000 operated patients. 


Practical Therapeutics—Diuretic Therapy . 
Ralph V. Ford, M.D. and John H. Moyer, M.D. 


The management of edema is a problem in a wide variety of disorders, 
but the basic principles are remarkably similar. Skillful use of diuretics 
ts an indispensable part of the treatment. 
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Dwight H. Murray, M.D. 


Specialization’s Altered Trend 
Charles E. Nyberg 


A Planned General Practice Residency . 
Paul Williamson, M.D. 


DEPARTMENTS 
these and other timely and informative ar- 


’ 
Secretary's Newsletter . . . . . . opposite page 8 coding 
Oscar D. Ratnyorr, Post-partum uterine 
Yours ad hemorrhage may be accompanied by hypofibrino- 
genemia and other clotting defects. Dr. Ratnoff 
a describes a method for the rapid recognition of 
fibrinogen deficiency. Its replacement can prevent 
The Gift of Christmas ... Malpractice Insurance . .. For the Fright- maternal death. 
ened, Sick or Ignorant . . . Allowances for Dependents’ Care . . . Nutri- The Challenge of the Future. Harnzy F. Down 
tion and Fertility... Little Things . Minimizing the Cancer Trage- 
dy... A Growing Respect every man and Achilles, the Homeric hero, the 
author emphasizes the need for research by prac- 
Tipsfrom Other Journals 2. . . . . .... Wi ticing physicians in three important areas of disease. 
Breast Cancer Prognosis in Young Women . . . Carcinoid Tumors of Evaluation of Blood Loss. Naszes B. Baroopy, M.D. 
the Gastrointestinal Tract . . . Complications of Vaccination . . . Hypo- and Wavpy G. Baroopy, m.p. How much blood 
glycemia and Angina Pectoris . . . Arterial Necrosis After Resection of was lost? This question commonly worries the phy- 
Coarctation ... Thrombophlebitis as a Sign of Cancer . . . Extravardiac sician whose patient is telling of a recent hemor- 
Anomalies in Congenital Heart Disease . . . Clinical Uses of Novo- rhage. This article presents some helpful points in 
biocin . . . “Solitary” Pulmonary Metastases . . . Effect of Smoking on assaying patients’ estimates. 
Peptic Ulcer . . . Albuminuria in Heart Failure . . . Adenoviruses . . . 
Infectious Mononucleosis Hepatitis . . . Indications for Commissurotomy Extarp M. 
... Sickle Cell Anemia in Pregnancy . . . Serum Amylase in Acute continue to 
Renal Insufficiency . . . Lymphomas of the Small Intestine . . . Poly- wine: ones find new 
eythemia Vera . . . Sulfadiazine for Nocardiosis . Treatment of Tinea restablished concepts of 
Capitis cir Uses. 
Medical Management of Recurrent Urinary Stone. 
Medigr ty Epwin L. Prien, This author ably demon- 
148 strates how a thorough knowledge of disease me- 
Information Please . . . ‘ . 149 chanisms—in this case, kidney stone formation— 


Delayed Breast Feeding . . . Pigmented Nevus ... Absent Knee Jerks. . . can lead to a practical medical program designed 


Best Way to Pierce Ears . . . Tuberculin Test Before BCG . . . Panto- ” oe ; 
thenic Acid Deficiency The Beck Operation to Improve the Coronary Circula- 
tion. Morris W. Seman, M.D. Dr, Selman reviews 
Practiti . the experimental evidence that shows that the Beck 
News 3 183 fibrillation, and reduces the size of infarctions fol- 


Scientific Lecture Program, 1957 Assembly . . . Assembly’s Tuesday ore ar of 


Program to Concentrate on Pediatrics and Surgery . . . Trends and 


Events in the Nation’s Capital . . . General News . . . News from the : 
State Chapters . . . Hotel Reservation Form, 1957 Scientific Assembly The Venipuncture in Pediatrics. Witarp R. Cenrer- 
(page 179) WALL, M.D. Drawing blood or giving an intra- 


venous infusion can present quite a problem in a 
small patient. This essay presents step-by-step 
GP December 1956 3 methods for surmounting some of the difficulties. 


; 
) 


to help assure a nutritionally perfect pregnancy 


Each Engran Tablet supplies: 


Vitamin A 5,000 U.S.P. Units PS 
Vitamin D 500 U.S.P. Units 


Vitamin K (as menadione) Squibb Vitamin-Mineral Supplement 
Thiamine mononitrate 


 TERM-PAK 


Vitamin B,, activity concentrate 
Folic acid 
Niacinamide 


Ascorbic acid maximal dosage convenience 


Calcium, elemental : just 1 small tablet daily 


(as calcium carbonate 375 mg.) new convenient package 
lron, elemental 


(as ferrous sulfate exsiccated 33.6 mg.) just 1 bottle holds nutritional 
lodine, elemental support for the full term 

(as potassium iodide 0.2 mg.) 
Potassium (as the sulfate) 
Copper (as the sulfate) 
Magnesium (as the oxide) 
Manganese (as the sulfate) ® Also available: 
Zinc (as the sulfate) .... : a Engran tablets, bottles of 100 and 1000. 


250 economical Engran tablets plus attractive, 
purse-size, tablet dispenser 


for greatest patient cooperation 
in prenatal supplementation 


Squibb Quality—the Priceless Ingredient “ENGRAN’@ AND “TERM-PAK ARE SQUIBB TRADEMARKS 


ineral 
20 
Squiss 


All Quiet on 
Western Front 


Vet Administration 
Soundly Rebuked 


Medicare Holdout 
in Four States 


Delegates Praise 
Allen Committee 


Significant Events 


SECRETARY'S NEWSLETTER 


DECEMBER, 1956 


> In a session marked more by somnolence than scintillation, 
the AMA House of Delegates, meeting in Seattle last week, 
gingerly side-stepped most controversial issues and deferred 
action on several leading questions until next June's meet— 
ing in New York. 

Highlight of the opening session was an address by Acad— 
emy member and AMA President Dwight Murray. He delivered a 
ringing call for reaffirmation in American life of self- 
reliance and freedom from governmental dictation and urged a 
curtailment of government expansion in the health field, 
pointing out that this year the average family will pay 
$54.61 for the government's $2.5 billion health and medical 
programs. 


> Delegates" interest centered on proposed revisions in the 
principles of medical ethics. Unable to resolve widely di- 
vergent views on such knotty subjects as fee-splitting and 
corporate practice, the House deferred action until June. 
In a resolution introduced by Academy President-elect 
Malcom E. Phelps and his fellow delegate from Oklahoma, Dr. 
Wilkie D. Hoover, the House rebuked the VA for violating 
its own regulations by rendering care to veterans covered by 
insurance and rendering bills therefor. AMA officers were 
requested to "take such action as deemed necessary to bring 
about a discontinuance of these practices." 


> There was much talk in headquarters hotel corridors about 
the Medicare program which goes into effect December 8 for 
three million military dependents. Four states were still 
holding out on execution of contracts with the Defense De- 
partment: Ohio, Rhode Island, New York and Texas. Feeling 
is high in the Lone Star State over a directive from the 
Department of the Army advising that Mutual of Omaha will 

be the fiscal agent for hospitalization benefits there. The 
Texas Medical Association prefers Blue Cross but the Defense 
Department so far insists they sign a contract with the in- 
surance company designated as administrative agent. 

Several resolutions were discussed in hotel lobbies which 
would have demanded an explanation from the American College 
of Surgeons for Paul Hawley's latest tirade against organ— 
ized medicine, reported here last month, but none reached 
the floor of the House. There was general agreement by 
those in authority that the less said on this subject the 
better. Consequently, one of the principal topics of dis- 
cussion in informal sessions never received official cogni- 
zance in the AMA's policy-making body. 


> Principal item of interest to general practitioners was in 
the delegates' unanimous approval of a progress report by 
the committee on medical practices. Three Academy members 
sit on the committee: Lester Bibler, R. B. Robins and E. G. 
Shelley. Other members are W. Andrew Bunten of Cheyenne and 
Ward B. Allen of Baltimore, Chairman. The committee: (1) 
asked for further time to make a study of relative value 
scales for medical and surgical fees; (2) reported that it 
was promoting educational campaigns to emphasize the value 
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Polio Foundation 
Program Planned 


Harris May Head 
House Committee 


General Practice 
Incomes Increased 


of diagnostic and medical procedures; (3) called for a long- 
term study by the Council on Medical Education and Hospi- 
tals, the Association of American Medical Colleges, and the 
American Academy of General Practice with representatives 
from specialty groups to encourage student opportunities 
for experience in general practice during medical school; 

(4) reaffirmed AMA policies that hospital staff privileges 
should be determined on the basis of professional qualifica- 
tions and demonstrated ability only; and, (5) instructed 
"AMA representatives on the joint commission on accredita- 
tion of hospitals to stimulate action by that body leading 
to the warning, provisional accreditation, or removal of 
accreditation of community or general hospitals which ex- 
clude or arbitrarily restrict hospital privileges for gen- 
eralists as a class regardless of their individual profes- 
sional competence where such policies adversely affect the 
quality of patient care rendered." The joint commission can 
act in such a case only upon the official request of a 
county medical society. In recommending approval of the 
committee's monumental report the reference committee ex- 
ote warm praise of Chairman Ward Allen and his committee 
members 


Before delegates conferred the annual "Gen- 
eral practitioner of the year" award on 80-year-old 

Edward M. Gans of Harlowton, Montana. A resolution from the 
Illinois delegation to discontinue the winter clinical ses- 
sion was disapproved. 

During the AMA meeting in Seattle, the Academy's Executive 
Committee accepted an invitation from the National Founda- 
tion for Infantile Paralysis by naming President-elect 
Malcom Phelps and Board Chairman Fount Richardson to meet 
with foundation officials in New York on December 3 to con- 
Sider its future areas of activity. An equal number of rep- 
resentatives were on hand from the AMA and the American 
Academy of Pediatrics. 


> Representative Oren Harris, a close, personal friend of 
past Academy president, R. B. Robins, may succeed the late 
J. Percy Priest as chairman of the powerful House Interstate 
and Foreign Commerce Committee. This committee approves, 


_rejects, or ignores national health legislation proposals. 


Harris, a 52-year-old attorney from El Dorado, Ark., has 
been in the House since 1941 and is politically Tight. of 
center. To date, his committee activities have centered 
primarily on transportation legislation. 


> Results of a survey of physicians' incomes for 1955 an- 
nounced by Medical Economics last month shows that the 
typical general practitioner earns more than the internist, 
specialist in physical medicine, industrial practice, or 
pulmonary disease. The general practitioner's average net 
income is still 20% under that of the average specialist. 
The difference has narrowed only 2% since the last such sur- 
vey was made on 1951 incomes. Then specialists' incomes 
were 22% higher. Fifteen years ago the difference was 250%. 
The average net income of general practitioner was $14,817. 
This represents a 100% increase over 1943. The average 
net income of specialists is $18,010. 


PLAN NOW TO ATTEND THE ACADEMY'S NINTH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 25-28, 1957, KIEL AUDITORIUM, ST. LOUIS, MO. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 179 OF THIS ISSUE. 
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Houck E. Bolton, M.D. and Drs. Dryden P. Morse and Alberto M. Paris are 
co-authors of “The Advisability of Early Surgery in Mitral Stenosis.” Dr. Bolton 
was graduated from Oklahoma University School of Medicine in 1943 and took 
his internship in general surgery at Baltimore City Hospital. During World War 
II, he served as a captain in the Army Medical Corps. He is presently very active 
in Philadelphia as a thoracic surgeon at the Bailey Thoracic Clinic, Medical 
College and Hospital, Doctors Hospital, Philadelphia General Hospital and 
Deborah Sanatorium, Brown Mills, N.J. Page 113 


Joseph F. Fazekas, M.D., and Drs. James G. Shea and Paul D. Sullivan, Jr., 
are co-authors of ‘Ataractics in Medical Practice.” Graduated from the Albany 
Medical College in 1944 Dr. Fazekas took his postgraduate training in internal 
medicine and neurology at the New England Center Hospital, Boston. In 1948 
he came to Washington and is now chief of staff at the D.C. General Hospital 
and George Washington University Medical Schools. Dr. Fazekas‘is a member of 
several medical societies and is a fellow in the American College of Physicians. 
His main research interest is in cerebral metabolism. Page 74 


Ralph V. Ford, M.D. and John H. Moyer, M.D., both of Baylor University 
College of Medicine, are the authors of “Diuretic Therapy.” Dr. Ford is an 
assistant clinical professor of medicine and pharmacology at Baylor and a part- 
time staff physician at Veterans Hospital, Houston. He devotes approximately 
one-fourth of his time to clinical research centered about the bioassay of diuretic 
agents and investigation of experimental antihypertensive drugs, as well as other 
metabolic problems. Dr. Ford has written extensively in these two fields and has 
had material published in approximately 25 publications. Page 118 


W. H. Lane, Jr., M.D., author of “Office Obstetrics in Rural Practice,” writes 
from his experiences in Russellville and Clarksville, Ark. A graduate of George 
Washington University School of Medicine, Dr. Lane has been in general practice 
since 1946. He is a member of Nu Sigma Nu medical fraternity, a fellow in the 
American Geriatrics Society and a member of the Arkansas Academy of General 
Practice. Also active in the community, Dr. Lane is district commissioner of the 
Boy Scouts and an Elder in the Presbyterian Church. His hobbies include old 
medical books, antique autos, old guns and Shetland ponies. Page 97 


John G. Walsh, M.D., past president of the California Academy of General 
Practice and presently a director of AAGP, is author of “A Cancer Examination 
for the Asymptomatic Patient.”” Dr. Walsh, an active general practitioner since 
1940, is a member of the executive board at Mercy Hospital, Sacramento, on the 
board of directors of the Sacramento branch of the American Cancer Society, 
and was a speaker at the California Cancer Society Conference last year. He is 
also past editor of the California Western Academy Monthly. Dr. Walsh was ed- 
ucated at Marquette University School of Medicine. Page 82 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


A.C.G.P.0.M.S. 


Dear Sirs : 
Please send a year’s subscription to GP to the list of 
hospitals which I have attached. 
Enclosed is a check for $125 for the 25 subscriptions. 
Ihave enjoyed reading GP and consider it one of the 
outstanding publications in medical literature today. 
Rosert G. GARDNER, D.O. 
Vice President, Central Region 
American College of General Practitioners 
in Osteopathic Medicine and Surgery 
Lansing, Mich. 


letdown 


Dear Sirs : 

The reason I have dropped my subscription to your mag- 
azine is that I feel you have let us down. 

Your articles are largely written by specialists or men 
limiting their practice. All the journals are full of their 
advice. When GP is written by general practitioners, I'll 
subscribe in a minute. 


Rosert M. Kern, M.D. 
Salem, Ore. 


GP's articles are not written by specialists ; they are written 
by teachers, i.e., by the persons best qualified to present im- 
portant and practical medical information for busy general 
practitioners. The best clinician is not always the best writer. 
The fact thst an author is a specialist or a general practitioner 
seems to G's editors and to the Publication Committee as being 
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totally irrelevant to his ability to convey information. GP’s goal 
is to convey information from the best possible sources to the 
most important practitioners on the American medical front, 
family physicians. 

Ex-reader Keith and GP readers may be interested in know- 
ing that in 1956, 35 per cent of the scientific articles were 
selected from those spontaneously submitted; 65 per cent were 
solicited. This year, 17 scientific articles authored by family 
doctors have been published in GP. The rejection rates were 
87 per cent for specialists and 62 per cent for general practi- 
tioners.—PUBLISHER 


Tonsillectomy Gag 


Dear Sirs: 

Please send me a copy of the bibliography for Drs. 
Sadove and Wyant’s excellent article on anesthesia for ton- 
sillectomy. I turned to it first thing when my copy of GP 
arrived today. Our local ENT man and I have been tinker- 
ing on the matter for several years now, and have improved 
the Davis-Crowe gag to the point where he’s about ready 
to report on it. 

It is a simple matter of putting two insufflation tubes on 
the tongue blade—one for ether-air, the other for oxygen. 
I have modified the suction top to include a bypass, so that 
when one is using the “sucker” only for traction in the 
pharynx the vapors are not sucked out from the pharynx. 
Now a more even plane of anesthesia is maintained and the 
vapors one wants are delivered to the pharyngeal depths 
instead of just inside the lips. 

Paut J. Kopscu, M.p. 
Lorain, Ohio 
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“Diagnosis: Deferred” 
Dear Sirs: 


I was very much interested in Dr. Samuel Paul’s article 
entitled ‘'The Pattern of a General Practice” (October GP). 
Early in his article, he stated that ‘Diagnostic classification 
follows the Standard Nomenclature of Diseases as far as 
possible.” I want to concentrate on one of his classes be- 
cause it is a fault that is common to many who either pay 
lip service to the classification or do not understand it. 

When the system is misused then comparisons are diffi- 
cult. In addition it makes for lazy thinking and inaccurate 
diagnoses. It is difficult for those who do not use the system 
to tell whether it is the opinion of the author or the actual 
classification of the book. I want to offer this constructive 
criticism as one who has used this classification for 25 
years. My entire practice is codified. I have appeared many 
times on panel discussions and lectures about the use of the 
system. In addition, I am preparing a series of articles on 
my entire practice to point out the uses and advantages of 
a codified practice. 

As I stated before, I want to concentrate on one section 
which the author has used in tables 3 and 4. Aside from the 
fact that Standard Nomenclature does not have it as the 
author indicates, let me discuss just the section called psy- 
chosomatic. I want to first state that this section does not 
exist in the book of Standard Nomenclature. You either 
make the correct diagnosis if you have enough clinical evi- 


dence for it and classify it properly in the systen:. 0 to 9, 
or else classify by the symptom which predominates using 
the supplementary term classification. 

And here I lose patience with many doctors, whw. if they 
do not know, put down Diagnosis: Deferred. It is no sin to 
say you don’t know. I have seen many men give diagnoses 
unjustifiably, for the sake of giving a name to something 
that needed clarification or because of ignorance in the use 
of the nomenclature. I know all the stock answers and 
standard reasons why doctors label patients with diagnoses 
that are fancied and unreal, but in this letter I am discuss. 
ing the use of Standard Nomenclature. I want to point out 
that there is a place in this book for all diagnoses. If you 
cannot find it, write to the editor at 535 N. Dearborn St, 
Chicago, Ill. and the editors will be most helpful with any 
problem that may arise. 

The author states that he is very conscious of psycho- 
somatic digestive disturbances and unless there was a def- 
nite cause elicited, they were classified as psychosomatic. 
In other words, inability to make a diagnosis allows him to 
make a wastebasket term that does not exist, covers a multi- 
tude of sins and doesn’t say anything. 

As one who has had considerable psychiatric orientation, 
I plead with the author to study section 000 and the supple- 
mentary term section and be more accurate with diagnoses 
and forget about the term psychosomatic as a diagnosis. 

To show how careless one can be with misuse or mis- 
understanding of the Standard Nomenclature, the term 


the higher blood levels of penicillinV 


4 
| 
| 
te 
Cc 
te 
f iy 
Ath 
a 
° 
J 
ae 
ite 


“exhaustive states” is used in the group psychosomatic. To 
categorize patients in a psychosomatic compartment be- 
cause they are exhausted is just as sensible as placing all 
patients in this same compartment because they have a 
fever which is exhausting and the doctor does not know the 
exact diagnosis. 

I do not want to make an article out of this letter, but I 
do want to emphasize that doctors can use and study the 
Standard Nomenclature with tremendous profit to them- 
selves and their patients. When we write articles about 
medicine let us be as accurate as is possible with the tools 
we have. Our readers will then know what we are talking 
about. Confusion will be taken out of our thinking. 

CHARLES BaRON, M.D. 
Covington, Ky. 


No Skipping, Please 


Dear Sirs: 

I have applied for membership in the Academy this 
month and I believe the dues include cost of subscription 
to GP. 

Please don’t stop my subscription in case the appli- 
cation gets delayed and notification reaches you late. I’d 
hate to miss one issue of this fine publication. 

Joun H. M.D. 
Belvidere, Ill. 


(Hydrabamine Penicillin V) 


Quality Evaluation 


Dear Sirs: 
The Louisiana Academy has just completed its tenth 
annual scientific meeting in New Orleans. I wish to thank 
you on behalf of our members for the quality of the speakers 
you recommended to us earlier in the year from the Speaker’s 
Bureau. Many of us felt that it was the best all around 
group of speakers we have ever had. In all instances, the 
treatment of the selected subject was most interesting, 
practical and comprehensive. 
Please send us 30 copies of the “Speakers Evaluation 
Forms” so that we may have several of our members com- 
plete them for your files. 
The Speaker’s Bureau has done a marvelous job of evalu- 
ation. We intend to utilize this service to the fullest extent. 
RarakEt C. SANCHEZ, M.D. 
Secretary 

Louisiana Academy of General Practice 

New Orleans, La. 


Dear Sirs: 

Many thanks for your help in providing two speakers, 
making our Florida Academy meeting a booming success. 
They were both “top drawer” and I would heartily recom- 
mend them to any other program chairman. 

S. James BEALg, M.D. 
Jacksonville, Fla. 
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Directive for ‘‘Ad” Flow 


Dear Sirs: 

Sometime back you expressed interest in how doctors 

felt about receiving daily advertising matter via the mail. I 
~ can think of several reasons why this practice should be 
discontinued. 

On reviewing my own personal case and desires, I think 
that I am most impressed detailwise on drug products by 
what I read in journals such as GP. Most of the time I do 
not open the daily deluge of printed matter that comes 
through the mail, but throw it in the wastebasket. I check 
the mail cover to see the name of the manufacturer, and if 
it is one that does not stand out in my mind as being 
“worthwhile,” I fail to inspect it any further. There would 
not be time in my day to read everything that comes 
through the mail. 

Another reason has come about in the past year or so. 
The mailmen are not as astute as they used to be. It has 
been explained to me—by mailmen—that the postal de- 
partment finds it hard to keep experienced men due to the 
attraction of other industries. So, if the mailman on my 
route has a lot of large letters and cardboard pamphlets to 
deliver, it is conceivable that he may make a mistake and 
deliver an important letter elsewhere. This is exactly what 
is happening. So, for that reason I would like to see the 
amount of advertising matter decreased. 

Then, since I have pointed out that this whole practice 


is inefficient and wasteful and without the desired ; «sults, 
then why not discourage the drug houses from coniinuing 
same ? Or else, have them deliver the printed matte: to my 
incinerator directly, as this is where it usually ends up! 

I trust that you can place this in the hands of someone 
who will put it to good usage. 

Rosert A. HEEBNER, \.D. 

Compton, Calif. 


Family Doctor “Shines” 


Dear Sirs: 

I have just finished reading ‘‘Medical Danger Signals” 
by Dr. Walter Alvarez. I’m not quite sure you are the per- 
son to whom this letter should be sent. Recently I have 
read many articles about quacks, “ethics” etc., and thought 
it about time some score on the other side of the medical 
ledger be voiced. 

We have two excellent general practitioners here. I’m 
sure there are many others but ll confine all remarks to 
two Academy members we know. They are available 24 
hours a day. Both are friends to all their patients especially 
the children. We have three boys and they think nothing 
of going to see the doctor alone. 

I don’t know how they rate from a professional standard 
but from my viewpoint as a patient they are tops. These 
doctors put in long hard hours each day but never seem to 
be too tired to explain their treatment or a specialist’s diag- 


"You're lucky. I’ve 
got a milk route. 
Who's going to drive 
my truck until my 
elbow loosens up?” 


“My back 
was so tight 
couldn't 
even get on 
and off 
the bus; 
now | can 
climb stairs.” 


“It’s not that | have to 
do my own ironing, 
you know, but you can't 
get good help these 
days and my shoulder is 
simply killing me.” 
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nosis. Recently a friend’s daughter was in an accident and 
had two badly broken legs. Our family doctor was called 
as an assistant to the bone specialist and to us it seemed 
like having a special friend in surgery. 

Both doctors are interested in you as a patient. They 
have tried to hold down unnecessary expense if it is in line 
with good medical care. 

I think these doctors and thousands like them should be 
commended and brought to the attention of the public. 

Mrs. HELENE A. JOHNSON 


Pride of the Neighborhood 


Dear Sirs: 

I wish to take this opportunity to welcome you to our 
neighborhood and to thank you for adding such a fine 
building to our landscape. 

The appearance of your building at night time is very 
elegant indeed. The lighting effects are strong evidence of 
good planning to make the most of every asset. The view 
through your door is most effective and the marble and 
lighted sconce are most beautiful. 

We are looking forward to seeing your decorations for 
the blessed season of Christmas. In the meanwhile, we shall 
enjoy riding past your building at night and thinking only 
nice thoughts of your office. 

Mr. AND Mrs. Donatp M. FLAHERTY 
Kansas City, Mo. 


"| could have 

told you that hot packs, 

years ago.” cold packs, nothing 
really eased 
the stiffness.” 


summated, protective corticoid-analgesic therapy 
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corticoid-analgesic compound tablets Shoring 


An Insurance Measure 


Dear Sirs: 

Would you kindly send me an application for Catastro- 
phe Insurance. I’ve misplaced the other one you sent and 
would like to take some out very much. 

I also would like to have a subscription to GP sent to 
James Stough of Chicago. 

He is a second year student at the University of Illinois. 
I remember how much value GP was to me in medical 
school a few years ago so [’m sure he will gain a lot from 
it also. Rosert P. QUACKENBUSH, M.D. 
Pawpaw, IIl. 


Idea Transferral 
Dear Sirs: 


Recently it was my pleasure to visit the new headquarters 
building. I came away with a feeling of great pride. The 
new Academy building reflects in a physical way the feeling 
of pride I have in my Academy membership. It is a fabu- 
lously distinctive edifice and every Academy member 
should know the feeling of satisfaction that comes from 
contributing to its construction. 
Norman F. Coutrer, M.D. 
Chairman 

AAGP Committee on Insurance 

Orlando, Fla. 


"It’s right in here 
—can't even make 
a fist, the tendons 
are so sore.” 
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to help children eat more, 


grow more! 


INCREMIN combines the amino acid 

lysine with vitamins B,, Bs and By.— 
essential nutrients that stimulate appetite, 
and promote more efficient utilization 

of protein. For children who are problem 
eaters, for the underweight, for the generally 
below-normal child—INCREMIN 

will usually produce a remarkable 

and prompt improvement! 


Cherry flavor. Can be mixed with milk, 
milk formula, or other liquid. In 15 
cc. polyethylene dropper-bottle. 


Dosage: 0.5 to 1 cc. (10-20 drops) 
daily. Each cc. (20 drops) contains: 


300 mg. 
Vitamin Bi2 25 mcgm. 
Thiamine HCI (B:)....... 
Pyridoxine HC! (Be) ........ Smeg. 


Excellent for the elderly! INCREMIN serves 


: / | | equally well to stimulate lagging appetites in geriatric patients. 


Lysine-Vitamin Drops 


ED LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


"nec. U.S. PAT. OFF. 
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modern 
sulfa 
therapy... § 


TRI-SULFAMETH 
Meth-Dia-Mer Sulfonamides palatable syrup .. . tablets 


Tri-Sulfameth has a high degree of solubility 
since each sulfonamide in the mixture is present 
in only one-third the total content, and each 
exerts no influence on the solubility of the others. 
Thus, partial dosage of the three sulfas— 
sulfadiazine, sulfamerazine and sulfamethazine— 
can be administered and adequate blood levels 
obtained with minimal risk of renal crystalluria. 
Indications: all infections which respond to 
treatment with sulfonamides. 

Each 5 cc. (1 teaspoonful) of syrup* 

and each tablet provides: 

Sulfadiazine 0.165 Gm. 


Sulfamerazine 0.165 Gm. The Triple Sulfas 
Sulfamethazine 0.165 Gm. 


(*also 0.5 Gm. of sodium citrate in each 5 cc.) 
Bottles of 100 and 500 tablets; 4 oz., 16 oz. and one gallon syrup. 
ARLINGTON-FUNK LABORATORIES 


division of U. S. Vitamin Corporation 
250 East 43rd St., New York 17, N.Y. 
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PERSONALITIES 


IN THE MEDICAL NEws 


Drs. Andre Cournand, Dickinson Richards, Werner Forssmann 
A Heart Catheterization 


THE TRIO THAT WILL SHARE a $38,683 Nobel Prize in medicine, Drs. 
Andre F. Cournand, Dickinson W. Richards and Werner Forssmann, 
perfected a method of charting the human heart by catheterization. 
Drs. Cournand and Richards, both of Columbia University, worked 
with Dr. Forssmann of Bad Keuznach, West Germany, who per- 
formed the original experiment on himself. In 1929, while sitting 
behind a fluoroscope and looking into a mirror, he was able to watch 
a urethral catheter, thrust through a vein near his elbow, move up 
his arm and enter the right heart auricle. The experiment, how- 
ever, branded him as a medical “‘crack-pot” and he was persuaded 
to drop his research. Dr. Cournand and Richards began their studies 
of the mechanics of the heart, lungs and circulation in the 1930's. 
“We made all kinds of bags, pipes and boxes,” Dr. Richards said, 
“in our attempts to find how people breathe.” But not until they 
read of Dr. Forssmann did actual heart research begin. In 1936 and 
1937 they experimented with the introduction of catheters into 
chimpanzee hearts. Later, research began on humans. With the 
Columbia doctors, precision pressure gauges were devised and at- 
tached to the catheter tube. They penetrated the fully functioning 
human heart, and pushed further on into the pulmonary artery and 
even into the lung. These instruments automatically recorded the 
pressure and other basal conditions within the heart so that they 
could read at a glance the precise curves. Another advance attrib- 
uted to the Richards-Cournand technique is the accurate measure- 
ment of some heart diseases through visible variations of pressure in 
the pulmonary artery. Now any abnormal circulation channel be- 
tween the left and right sides of the heart is readily discoverable, 
making it practicable to correct heart conditions in “blue babies.” 
A contrast medium can also be injected through the catheter which 
greatly improves x-rays. Dr. Forssmann was released from an Amer!- 
can POW camp after the war and since that time has supported his 
wife and six children as a general practitioner in Bad Keuznach. 
**No one in West Germany has paid any attention to me,” he said. 
‘The Americans were the ones to recognize my work. I feel like ‘ 
village pastor who is suddenly informed he has been made a cardinal. 
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Albert B. Sabin, M.D. 
A New Polio Vaccine 


Dr. Apert B. Sasin, professor of research pediatrics 
at the University of Cincinnati, has announced that 
large-scale testing of his new polio vaccine is imminent. 
Unlike the Salk vaccine, the new material is an atten- 
uated living polio virus that is given by mouth. It lives 
quietly in the human intestine, and is said to provide a 
good antibody response without danger of viremia or 
invasion of the central nervous system. The develop- 
ment of the new vaccine began in 1953 when tissue 
culture techniques first yielded nonpathogenic variants 
of the three main immunologic types of polio virus. 
Although Dr. Sabin’s work has received strong financial 
support from the National Foundation for Infantile 
Paralysis, the foundation has disavowed any responsi- 
bility for mass tests in humans. According to Dr. Sabin, 
the tests are scheduled to begin next year in several 
foreign countries (still unnamed). The 50-year-old 
Polish-born virologist has long seemed convinced that 
the Salk vaccine is not necessarily the best material for 
providing immunity against poliomyelitis. He pub- 
lished a reappraisal of the pathogenesis of poliomye- 
litis in the light of new data. According to that view, 
polio virus invades the nervous system along nerve 
pathways from sites of multiplication in the alimen- 
lary tract and other extraneural tissues. Such invasion 
is influenced by the strain of virus and extent of mul- 
tiplication in the nonneural cells. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
Gioners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category 1. Mem- 
bers should report actual hours of attendance. Maximum 
hours are listed when available. 


*Dec.14-15. New York University-Bellevue Medical Center, 
course on safety practices in the operating room, 
New York City. 

*Dec. 19. University of Oklahoma, course in surgery: 
Intestinal Obstruction, Oklahoma City. 

*Jan. 3—5. University of Minnesota, continuation course 
in urology, Minneapolis. 

*Jan. 7-9. University of Minnesote, continuation course 
in dermatology, Minneapolis. 

*Jan. 7-11. New York University-Bellevue Medical Center, 
course in modern concepts in the etiology, diag- 
nosis and treatment of heart disease, New York 
City. 

*Jan. 7-18. New York University-Bellevue Medical Center, 
course in radiologic safety, New York City, 
*Jan. 9. University of Oklahoma, course in medicine: 

Neurologic Diagnosis, Oklahoma City. 

Jan. 10, The Philadelphia Psychoanalytic Institute, basic 
course in psychotherapeutic medicine designed 
for general practitioners, Philadelphia. 

*Jan. 12. New Jersey chapter, fifth annual scientific meeting, 
Hotel Berkeley-Carteret, Asbury Park. 

*Jan. 14-15. University of Kansas, et al., pulmonary 
diseasé clinic, Kansas City, Kans. (14 hrs.) 

Jan. 14-18. American College of Chest Physicians, course 
on diseases of the chest, Vanderbilt University, 
Nashville, Tenn. 

*Jan. 14-18. New York University-Bellevue Medica! Center, 
seminar in dermatology and syphilology, New 
York City. 

*Jan. 14-19. University of Colorade, general practice 
review, Denver. 

*Jan. 14-25. New York University-Bellevue Medical Center, 
pediatrics refresher course, New York City. 

Jan. 15. New York Heart Association, conference on 
atherosclerosis and coronary heart disease, Wal- 
dorf-Astoria, New York City. 

*Jan. 15-17. Wisconsin chapter, et al., program on hema- 
tology (in relation to pediatrics), orthopedics, allergy, 
obstetrics directed to the generalist, Lancaster, Janes- 
ville, Appleton. 

*Jan. 16-17. University of Buffalo School of Medicine, 
course on endocrine disease, New York City. 

*Jan. 16-18. University of Tennessee, course in psychi- 
atric problems in general practice, Memphis. 
(21 hrs.) 

*Jan. 20. University of Cincinnati, course on trauma, 
Cincinnati. (4 hrs.) 

*Jan. 21-24. University of Kansas, et al., course on sur- 
gery and surgery of cancer, Kansas City, Kans. 
(28 hrs.) 

*Jan, 21-25. University of Tennessee, a diversified course 
in pediatric care, Memphis. (40 hrs.) 

*Jan. 31—Feb. 2. University of Minnesota, continuation 
course on emergency surgery, Minneapolis. 
*Feb. 4-5. Oklahoma chapter, ninth annual meeting, Bilt- 

more Hotel, Okiahome City. 

*Mar. 25-28. American Academy of General Practice, Ninth 
Annval Scientific Assembly, Kiel Auditorium, St. Lovis, 
Me. (15 hrs.) 
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your patient will find his 
functional G.I. distress... 
hard to remember 


DECHOLIN 
Belladonna 


does more to control and correct nausea, belching, bloating, 
flatulence, indigestion, constipation. 


provides reliable spasmolysis PLUS improved liver function 
AND natural laxation without catharsis 


DECHOLIN with Belladonna Tablets, dehydrocholic acid, Ames, 3% gr. and extract of belladonna % gr. 
Bottles of 100 and 500. 


AMES 7 


COMPANY, INC + ELKHART, INDIANA Ames Company of Canada, Ltd., Toronto 
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The Gift of Christmas 


Piry THE POOR CuRIsTMAS CyNic. His Christmas is no 
longer merry. He mourns the passing of the old-fash- 
ioned Christmas. In these modern days, Christmas is 
too commercialized. The holly has fewer berries. The 
tree drops its needles sooner. The old arts of cookery 
are neglected. 

Pity the poor Christmas cynic. He has seen Merry 
Christmas on cards in script, roman, gothic, italic, 
modern, old English and all the other styles. The cards 
have a sameness unrelieved by tricks of color and dec- 
oration. The messages of greeting have all been used so 
often that their meaning has been cheapened. 

Pity the poor Christmas cynic. He has heard all the 
sermons, read all the stories, seen all the pictures, 
listened to all the music, and they have lost their joy. 

Pity the man. He believes there was a time when he 
knew how to keep Christmas well, because Christmases 
then were different. Now the tinsel is tarnished. He is 
alone. 

Pity the poor Christmas cynic. He has never really 
seen the Christmas behind the Merry. He has never 
felt the Spirit behind the ornaments. Bring him the 
Gift of Christmas : 

lam come that they might have life, and that they might 
have it more abundantly. 


Malpractice Insurance 


For years there have been pleas from Academy mem- 
bers for a specially designed professional liability in- 
surance policy that would assure them of adequate 
Protection and dependable service in a plan of their 
own. In a survey conducted by the Insurance Com- 
mittee in 1953, 70 per cent of the membership said they 
would join such a plan if one were offered. 

Since then, the Insurance Committee, under three 
different chairmen, has diligently sought a professional 
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liability insurance plan it could confidently recom- 
mend for Academy members. As the committee stated 
in its annual report to the Congress of Delegates last 
year, nearly 50 insurance companies had been con- 
tacted by the committee or for it by the Academy’s 
secretary and general counsel. 

Before it could recommend a plan to the members, the 
committee felt it should possess the following three 
essentials: (1) Be underwritten by a strong American 
company; (2) Provide dependable nationwide service ; 
and (3) Offer advantages in rates or coverage that 
would appeal to the members. None of the proposals 
investigated met all these tests. 

The committee continued its search, however, and 
finally it found what it was looking for. This month 
the committee is proudly announcing a new program 
called the “PLUS” plan (for Professional Liability 
Underwriting Service). 

The plan should meet a need that has been growing 
more acute each year. In some instances well-qualified 
doctors who wanted coverage have had difficulty in 
obtaining it, and then only at what they considered 
exorbitant rates. Too, some companies refused to raise 
limits of liability to the point the average doctor felt 
he needed. 

The object of the Insurance Committee was to 
develop a plan that would lead to lowered rates on 
this important professional expense item for Academy 
members as a specially qualified risk. The committee 
was convinced that members of the AAGP were a 
preferred risk. Yet they had to pay the same high 
premium for malpractice insurance as that charged 
all physicians, including plastic surgeons, neuro- 
surgeons and orthopods, who are subject to more fre- 
quent and larger claims than are general practitioners. 

This inequity has been corrected in the “PLUS” 
plan. It provides professional liability insurance for 
members of the Academy exclusively. The company 
will underwrite no other national medical group. 
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The “PLUS” plan is underwritten by the American 
Insurance Company of Newark, N.J., which has been 
a leader in the multiple line casualty field for many 

_years. The company is licensed to write insurance in 
all 48 states and has a nationwide service and claims 
organization, which, of course, will be available to all 
policyholder members under the plan. 

One of the big advantages of the “PLUS” plan to 
the individual member is the fact that the Academy 
will assist him in the event of a disputed claim. The 
Insurance Committee, appointed by the Board of 
Directors, will be available to offer advice and counsel 
to any member who asks for it. At the insured’s 
request this committee will review a claim and give 
advice and suggestions to the doctor or to the insur- 
ance company. In the event of adverse individual 
experience, no member’s policy will be canceled until 
the Insurance Committee has thoroughly examined 
every aspect of the case. 

In addition to this valuable extra protection, the 
“PLUS” plan offers to its policyholders a genuine 
attempt to secure lowered rates for professional lia- 
bility insurance. The company has agreed that, at 
the end of the first three years, its underwriters will 
take a close look at the claims experience with the 
end in view of setting up special lower rates for Acade- 
my members if justified by the experience. 

Working together in the Academy, general prac- 
titioners in America have already been able to accom- 
plish many things they were unable to do alone. Here, 
in this attempt to get improved coverage and lower 
rates on professional liability insurance, is another 
example of what we can do as an organization for the 
benefit of every individual. 

With the announcement of the “PLUS” malpractice 
insurance plan, the Insurance Committee has com- 
pleted a well-rounded insurance service program that 
provides definite advantages to Academy members. 
The three already existing health and accident plans 
alone enable a member to save enough on premiums 
annually to pay his Academy dues many times over. 

The “PLUS” plan will be administered by R. B. 
Jones & Sons, of Kansas City, an old and highly repu- 
table agency. The “AAGP Group Plans” including 
disability insurance by Continental Casualty Company, 
catastrophic medical expense coverage by American 
Casualty, and practice overhead insurance by the same 
company will continue to be administered by Mr. A. 
W. Breckenkamp of St. Louis. All promotional ex- 
penses for the group insurance plans are paid for by 


the respective agents; no part of the postage, print- 


ing or other expense is paid by the Academy. 
The Insurance Committee has investigated group 
life insurance for Academy members and has studied 


70 


a number of specific proposals. There is no re:il de- 
mand on the part of the membership for this (pe of 
plan, however. 

Last year the Congress of Delegates instructed the 
Insurance Committee to investigate the possibility of 
obtaining a group annuity plan. This is presently en- 
gaging the attention of the committee but it will be 
some time before it will be ready to report. A group 
investment trust program might offer real induce- 
ments to Academy members, especially since legisla- 
tion will be reintroduced in the Eighty-Fifth Congress 
to permit self-employed professional men to deduct 
for income tax purposes payments made into approved 
pension-type retirement programs. 


For the Frightened, Sick or Ignorant 


As oF Last Ocroser, a book entitled Arthritis and 
Common Sense was at the top of the best seller list 
published by the New York Times Book Review. It had 
been there for 24 weeks, and for all anyone can tell, 
it may still be there at the time this editorial appears 
in print. Maybe not, because around that same time 
the Federal Trade Commission took a stand—charged 
the publisher and the author with making “‘false, mis- 
leading and deceptive statements” in allegedly ad- 
vertising that the regimen is an “effective and reliable” 
treatment or even cure for all kinds of arthritis and 
rheumatism. 

More and more physicians began hearing about the 
book from their patients. Naturally enough, some of 
those physicians took the trouble to read it. Their re- 
actions went through successive stages of amusement, 
anger and disgust with the book’s flummery. 

The author of Arthritis and Common Sense, Dan 
Dale Alexander, glibly proclaims that all arthritis is 
caused by a lack of oil in the joints. This in turn makes 
for friction, and the joints therefore “degenerate and 
break down.” Dan Dale will tell you that all this comes 
about because people eat wrong kinds of food or eat 
the right kinds in wrong combinations, at the wrong 
temperature, and at the wrong time. For example, 
sugar is very bad. It “burns out the oil in the jomt 
linings.” 

Dan is especially hard on the citrus fruit growers. 
The juices of their products are all harmful, and 
lemon juice is the worst offender. It “kills off the lub- 
rication we need most.” Eggs are good if they are 
taken with milk—bad if they are taken with coffee. 
Dan Dale also gives the conscientious housewife some 
anxious moments. “Why cook your fish,” he asks, 
“you'll lose the vitamins. Broil it.”” He doesn’t say 
how to broil a fish without cooking it. 

It mustn’t be supposed that this book is written 
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entirely with a negative approach. In fact, it is crammed 
with instructions for oiling the joints by means of 
menus and vitamin D oil. It is the poor arthritic’s 
jubritorium. 

From the dust cover (with its testimonials) to the 
innermost secrets of the interior, Arthritis and Common 
Sense rings with the pitchman’s tone—“T’ll tell you 
what I’m goin’ to do. Step closer, friends. Here’s the 
one and only . . .” 

Indeed, Alexander’s technique is reminiscent of that 
master pitchman, Tom Buell, in Oliver Wiswell, selling 
Perkins’ Metallic Tractors. ‘With these tractors,” he’d 
say, holding up two from the bagful he carried under 
the wagon seat, “sufferers can draw from the body 
diseases of the most obstinate nature, which have 
hitherto baffled medical art.” As a matter of fact, 
Alexander goes Buell one better. He warns that the 
methods in his book are needed by people who may 
not have arthritis now but will surely get it because 
they have dry skin, dandruff, itching of the nose or of 
the rectum, buzzing in the ears, varicose veins, or any 
one of 13 other “danger signs.” 

There is no secret to the popularity of Arthritis and 
Common Sense. In another part of Kenneth Roberts’ 
Oliver Wiswell, Tom Buell explained it nicely: “‘No- 
body is so trusted by frightened, sick or ignorant 
people as an unscrupulous doctor, willing to promise 
anything an audience wants to hear.” 

True enough, Alexander is not a physician, but this 
certainly does not excuse him. Unless he were unscru- 
pulous, it would be hard to explain the extraordinary 
inaccuracies written by a man who seems to have been 
educated (he sports a “Ph.D.”) and who claims to 
have worked with physicians and to have spent years 
in “research.” 

At the same time, to give Dan Dale his due, he 
probably believes some of what he writes. His book 
seethes with the spirit of the zealot. It is all the more 
dangerous to unsuspecting readers. 

If it weren’t that America is dedicated to freedom 
of speech and to an abiding faith in the thought that 
Americans have more common sense than Arthritis 
and Common Sense gives them credit for, more re- 
viewers of the book might have paraphrased Dan Dale 
Alexander’s words: ‘Why read this book . . . you’ll 
lose your temper. Broil it.” 


Allowances for Dependents’ Care 


br THIS TIME most physicians are familiar with the 

Dependents’ Medical Care Act,” an act “to provide 
medical care for dependents of members of the uni- 
formed services, and for other purposes.” Civilian phy- 
Sicians have learned that they will be allowed to treat 
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dependents and that the Government will pay the bills. 
In order to implement this particular feature of the 
law, it will be necessary to set up a schedule of charges 
for the various conditions that are within the scope of 
the program. 

It is expected that the schedule of allowances will 
vary in different parts of the United States, according 
to the locally prevailing fees of physicians. This means 
that the physicians themselves, in each locality, will 
have the first say in the matter of fees. Moreover, peri- 
odically they will have the chance to revise the local 
schedule of allowances at times when contracts with 
the Government are to be renewed. 

Certainly all this seems fair and natural. Still, there 
is some potential danger. For example, at the start, 
there will probably be considerable variation geograph- 
ically in allowances for procedures. This will reflect the 
well-known fact that physicians’ fees are not uniform 
throughout the nation. 

However, as time passes, there may be a tendency 
for schedules of allowances to be revised upward, not 
as a result of changes in local economic conditions, 
but because charges to the Government, unlike water, 
seek the highest level. If that were to happen, the 
effects on local medical economics could indeed be 
severely disturbing. 

As one method to forestall this danger, it has been 
suggested by some that the program operate without 
local schedules of allowances. In other words, physi- 
cians would send their bills to the Government just as 
they now send them to patients, without restriction by 
any published list ofallowances. Itis highly unlikely that 
this method will be acceptable to the agencies that will 
administer the program for the Government. It would 
appear, therefore, that the prevention of economic 
trouble will depend mainly upon the physicians them- 
selves. 


Nutrition and Fertility 


AccorpinG To Teitelbaum and Gantt, there are con- 
flicting opinions about the influence of the state of 
nutrition upon fertility. Their report in Science for 
August 24, 1956, recalls that as long ago as 1759, 
Adam Smith’s Wealth of Nations carried the observa- 
tion that poverty favors generation. Although Smith 
did not directly relate high birth rates to poor nu- 
trition, that relationship is implied since famine so 
often attends poverty. Moreover, other writers have 
made the definite claim that inanition increases fertility, 
and specific reference has been made to the high birth 
rate of the undernourished in India. However, it has 
also been proposed that good nutrition increases fer- 
tility. 
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In order toe shed some light on what they consider 
to be a controversy, Teitelbaum and Gantt studied the 
effects of starvation on sperm production by dogs. 
When the animals were deprived of food for five or 
ten days, there was usually a striking increase in both 
the number of sperm per cubic millimeter of semen 
and the total sperm count. 

The authors proposed that their findings have im- 
portant sociologic implications. ‘From a broad, bio- 
logical point of view,” they stated, “one might ask 
whether increased fertility during the early period of 
starvation could not be a compensatory process in the 
maintenance of species hemeostasis . . .” 

That is indeed a broad point of view to be taken 
from the results of sperm counts in starved dogs. Even 
if reproduction is favored by starvation, it may still be 
questioned that the lack of food is a direct influence, 
either in dogs or in humans. In humans certainly, and 
in dogs probably, starvation, poverty, famine and mal- 
nutrition (conditions that Teitelbaum and Gantt seem 
inclined unjustifiably to equate) surely must have other 
ways of influencing reproduction than by simple 
caloric deficiency. 


Little Things 


FEW PHYSICIANS or surgeons attain proficiency because 


of genius. Even those talented few who make brilliant 
contributions through research, or teaching, or writ- 
ing, achieve success in daily practice only by develop- 
ing the habit of careful attention to detail. 

The great diagnostician usually does not produce 
the right answer through divination. He draws con- 
clusions methodically, whether consciously or uncon- 
sciously, based upon a myriad of apparently unim- 
portant observations. Slight dehydration, faint dis- 
coloration of the skin, unnoticed hesitancy in speech, 
subclinical abdominal distention, rectal tenderness, 
innumerable apparently disconnected details may be 
the key to brilliant diagnosis. Such observations de- 
pend upon a habit of thoroughness, developed 
through the years. 

Even more important is attention to detail in surgi- 
cal technique. None of the extensive cardiovascular 
operations performed today would be possible without 
minute attention to hemostasis, gentleness in the 
handling of tissue, asepsis, and careful suturing. 
Thorough examination of preoperative patients pre- 
vents many fatalities. 

In no branch of medicine is detail more important 
than in research. Any trained scientist can have an 
idea, but only the day-by-day drudgery of detailed 
observation can result in a great discovery. 

Medicine is made of little things. 
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Minimizing the Cancer Tragedy 


IN THE TREATMENT and aftercare of cancer patients, 
the general practitioner shares responsibility with the 
specialist. But in the matter of early detection, the 
general practitioner must assume major responsi- 
bility or be subject to justifiable criticism. He sees 
the patient earliest. With the many minor conditions 
covered by his wide interests, he sees the largest 
number of patients. 

There are several techniques that the family physi- 
cian can use to improve his “early detection rate” 
for cancer. The most usable (and least used) is the 
routine borrowed from his dental colleagues who send 
out reminder cards every six months to their patients. 
It’s a curious paradox that people are better reminded 
to have their teeth searched for cavities than to have 
their bodies searched for cancers. 

Although most patients object to a complete physi- 
cal examination and laboratory work-up when they 
come ‘to the family physician for a vaccination or the 
suturing of a laceration, these visits for trivialities 
give the physician a chance to introduce the notion 
that a periodic complete examination is a good health 
habit. That thought can be reinforced by making 
available in the reception room a recommended 
Schedule of Cancer Detection Examinations. 

Both the display of the Schedule and the mailing of 
reminder cards are considered ethical. However, care- 
ful thought should be given to the type of reminder 
schedule. If the schedule calls for too frequent visits, 
the patient may think the whole idea is impractical 
and too expensive, and he will ignore it completely. 

The schedule for periodic examinations must pro- 
vide for special needs of individual patients. A good 
example is the inclusion of a recommendation for a 
pelvic examination (including Papanicolaou test) every 
six months for women between the ages of 35 and 55. 

Dr. Emerson Day has remarked that this kind of 
program actively incorporates preventive medicine 
into general practice. And he adds, “Although the 
primary objective is the control of cancer, there are 
many other dividends. If these concepts were put to 
work widely, we could take the ‘tragedy’ out of cancer. 
The key to success is the general practitioner.” 

The general practitioner is indeed the key. He 
must realize that any criticism for failures of early 
detection must be directed at him. 

—Leonarp Casser, M.p., Cresskill, N.J. 
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A Growing Respect 


The most powerful life force of the Academy has been the 
wish to improve the medical care of the people. That 
force is seen in various ways—the program of continuing 
postgraduate education, leadership in health affairs at a 
national level, dedication to the credo that the welfare 
of the patient comes first. 

These effects have brought good dividends to Academy 
members. Not the least is a growing respect for general 
practice and general practitioners. That respect is evi- 
dent in many items that cross the editor’s desk. For ex- 
ample, in Health News for June 1956, Dr. Hilleboe, 
Commissioner of the New York State Department of 
Health had this to say: 


“THE GENERAL PRACTITIONER plays a major role in pro- 
tecting and improving the public health by his applica- 
tion of advanced medical science. He has contributed 
greatly to the marked reduction of maternal and infant 
mortality while his participation in vaccination and im- 
munization against acute communicable diseases has 
given longer life expectancy to our younger genera- 


tion. These things did not just happen but resulted 
from the organized community effort of private medical 
practitioners and public health physicians. 

“The general practitioner is continually on the alert 
for opportunities to prevent disease and disability 
among his individual patients; the public health 
physician’s primary concern is with the group. The 
public health physician, accordingly, utilizes his staff 
and facilities to supplement and enhance the efforts of 
the general practitioner but not to replace his activi- 
ties. From these combined efforts, the maximum num- 
ber of families enjoy the lasting benefits of preventive 
medicine applied to the individual and public health 
measures applied in the community. 

“Therefore, the public health physician and the 
family doctor have learned by working together on 
common problems that preventive medicine and cura- 
tive medicine are inseparable in the protection of the 
public health. The practice of medicine is changing 
rapidly because of the giant strides made in the dis- 
covery and use of new drugs, chemicals and anti- 
biotics new diagnostic skills and therapeutic tech- 
niques xre forging ahead at the same pace. It is fortunate 
that the physician can use new weapons in his battle 
against disease and disability, because now he is chal- 
lenged anew by the aging of the population and the 
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concomitant increase in chronic illnesses among these 
older people. 

**For example, in New York State, the population as a 
whole is expected to increase from 15 million in 1950 
to 19 million in 1975; during this same interval the 
proportion of persons 65 and over in the population 
will rise from 8 to nearly 13 per cent. Clearly the 
public health problems of the future will be concen- 
trated among older persons with multiple forms of 
chronic disease and disability. We can not cure many 
of the chronic ailments of older persons but we can 
treat and rehabilitate many of these individuals so 
that they can avoid the disablement that makes them a 
burden to themselves, their relatives and friends. 

‘Our main objective in chronic illness control is to 
keep afflicted persons out of bed and well enough to 
conduct their ordinary affairs while enjoying life as 
much as possible. The attainment of this objective re- 
quires a realignment of preventive medicine and public 
health programs to meet these changing needs. More 
often than not we will be diagnosing and treating a 
social problem with medical aspects; chronic tubercu- 
losis is a well-known example. Chronic arthritis and 
hemiplegia of the aged are two other common examples. 

‘Preventive programs are no longer limited to en- 
vironmental sanitation and acute communicable dis- 
eases and maternal and child health. Health education, 
public health nursing and the gathering of vital sta- 
tistics are valuable activities that we use to achieve our 
objectives, but they are not goals in themselves ; public 
health is vastly more than these activities, important as 
they are. Public health includes the broad spectrum of 
prevention of the occurrence and progression of dis- 
eases, disabilities and defects. Every phase of medical 
science contributes to modern public health practice. 

“The greatest potential source of preventive medical 
services is the general practitioner. In spite of the 
heavy demands of his never-ending labors, he finds 
time to serve on medical committees of voluntary health 
agencies, to donate his services for worthy charities, to 
act as a part-time health officer, and to participate in 
screening and immunization campaigns in coopera- 
tion with local health departments. The magnificent job 
he did in 1955 in the mass vaccination program against 
paralytic poliomyelitis is ample testimony of his im- 
portance to community health. 

“The partnership of general practice and public 
health began and grew in the control of acute com- 
municable diseases and maternal and infant mortality. 
In the full vigor of its maturity this continuing partner- 
ship is prepared to meet the challenges of the chronic 
diseases and disabilities of an aging population, to 
give our people a full measure of health and happiness, 
even in an atomic age.” 
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Ataractics in Medical Practice 


BY JOSEPH F. FAZEKAS, M.D., JAMES 


AND PAUL D. SULLIVAN, JR., M.D. 
Washington D.C, 


THE MANAGEMENT of functional disturbances of the 
fentral nervous system, as manifested by increased 
psychomotor activity, constitutes a difficult problem in 
medical practice. The more common of these disturb- 
ances include the acute anxiety states, the several syn- 
dromes resulting from the ingestion of alcohol, and the 
agitation associated with the various psychoses. 


Failures of Hypnotics 


Heretofore, the only agents readily available for the 
Management of. these hyperexcitable states were the 
aliphatic depressants, such as barbiturates, chloral hy- 
Grate, and paraldehyde, and the bromides. The chief 
disadvantage of these preparations was that in effective 
doses they commonly produced such a deep state of 
Sedation that the patient was rendered useless and 
helpless in his environment. Furthermore, because of 
their primary cortical site of action, they may well have 
perpetuated the underlying psychoneurologic disturb- 
ance, even though temporarily masking its overt mani- 
festatiosis (Figure 1). 

The failure of hypnotic doses of the above drugs to 
fontro! the overly excited patient suggests that brain 
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The ataractics, or “‘tranquilizers’’—reserpine, meprobamate, 
chlorpromazine and promazine—act primarily on subcortical areas 
of the brain. They do not reduce cerebral oxygen consumption, 
thus contrasting with barbiturates and other hypnotic agents that do. 
The hypnotics act chiefly at cortical levels. 

The ataractics have a wide range of usefulness in medical practice— 
particularly in such disturbed states as acute and chronic anxiety, 
psychologic reactions to somatic diseases, various alcoholic syndromes, 
drug addiction and psychoses with agitation. 

These agents act at different subcortical levels. 

Thus, they have different pharmacologic properties and varying 
degrees of usefulness in specific disturbed states. 


G. SHEA, M.D. 


structures other than the cerebral cortex may well be 
important in the etiology of the disturbed state. In 
other words, lack of synchronization, or impaired trans- 
mission of centripetal impulses from subcortical areas 
may make impossible their proper integration at corti- 
cal levels. Treatment of the latter areas alone could 
hardly be expected to control the disturbed patient. 

It is well known that the aliphatic depressants, in 
larger doses, cause a descending depression of the 
neuroaxis beginning with the phylogenetically higher 
centers. With high doses of these drugs, subcortical 
areas are undoubtedly also depressed. In certain clin- 
ical states such as delirium tremens, a regenerative 
cycle may be operating in which centripetal and cen- 
trifugal impulses constantly activate both cortical and 
subcortical areas. There is diffuse excitation of the 
central nervous system. 


Ataractics 


Recently, chlorpromazine, promazine, reserpine 
and meprobamate, which selectively influence various 
subcortical areas, have been used for the management 
of patients with anxiety reactions and increased psy- 
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Figure 1. Cerebral cortex. The primary locus of action of aliphatic 
depressants. 


chomotor activity (Figure 2). The present discussion 
is concerned with an evaluation of the comparative ef- 
fectiveness of these drugs. It may be worthwhile to 
begin this discussion by reviewing briefly some of the 
known physiologic and pharmacologic effects of the 


subcortical tranquilizing agents. 


PHARMACOLOGY OF ATARACTICS 


In contrast to the barbiturates, the subcortical de- 
pressants, even in large therapeutic doses, do not re- 


Figure 2. Subcortex. The primary locus of action of ataractics. 


duce the total cerebral oxygen consumption (Figure 3). 
This is an important consideration, particularly in the 
management of those states in which there may be a 
depression of oxidative metabolism. 

Clinically, a dramatic potentiation of the action of 
relatively small doses of barbiturates or analgesics oc- 
curs when they are administered simultaneously with 
most of the tranquilizing agents. Even such combina- 
tions do not cause an appreciable reduction of cerebral 
oxygen consumption. This lack of additive depression 


EFFECTS OF C N S$ DEPRESSANTS ON CEREBRAL OXYGEN CONSUMPTION 


Barbiturate coma > 


Tranquilizers alone > 


Tranquilizers in combination 
with small doses > 


of cortical depressants 


Tranquilizers plus alcohol > 


No change 


No change 


Figure 3. Chart showing the effects of central nervous system de- 
pressants on cerebral oxygen consumption. 
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Figure 4. Hypothalamus. Probably the primary site of action of 
reserpine. 


may be ascribed to the different loci of action of the 
two groups of drugs. 

Since cerebral oxygen consumption appears to be 
uninfluenced by subcortical depressants in therapeutic 
doses, an explanation of their action must be sought in 


disturbances of either the utilization or transmission 
of the energy derived from oxidative reactions. The 
work of Grenell indicates that chlorpromazine in some 
manner interferes with the utilization of adenosine tri- 


phosphate (a high energy phosphate compound). It is 


Effects of Various Tranquilizing Agents _ 


Figure 5. Thalamus. Probably the primary site of action of 
meprobamate. 


interesting that he observed this inhibition to be great- 
est in the reticular formation, the area in which the 
phenothiazine derivatives presumably exert their max- 
imum effect. 

Marazzi and Hart have noted that drugs such as 
epinephrine, mescaline and lysergic acid diethylamide, 
which cause anxiety or hallucinations, produce an in- 
crease of synaptic resistance (as evidenced by a diminu- 
tion of trans-synaptic electrical potential). This change 
was reversed by the administration of chlorpromazine. 


Meprobamate 


Body temperature 
Metabolic rate 
Barbiturate potentiation 
Antiemetic action 

Blood pressure 


Pulse rate 

Intestinal motility 
Induction of sleep 
Muscle relaxation 


No change 
No change 
None 
None 
No change 


vascular collapse 


Tachycardia No change 
No change No change 
Yes Moderate 

None Yes 


*Prohably the same as chlorpromazine because of structural similarity. 


Table 1, 
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Fall Fall Unknown* 
Fall Fall Unknown* 
Yes Yes Yes : 
None Yes Yes 
Fall Occasional No significant 
change 
Bradycardia 
Increase 
Yes 
None | 
| 


It was also suggested by these authors that serotonin, 
which causes the most pronounced increase in synaptic 
resistance, may act as a humoral inhibitor in the nat- 
ural function of the central nervous system. 

Pletscher, Shore and Brodie have shown that reser- 
pine lowers the concentration of serotonin in the brain 
and intestine, and that following its administration, 
there is a marked increase of the breakdown product 
of serotonin, 5-hydroxyindole acetate, in the urine. 
The implication is that reserpine competes with sero- 
tonin for cerebral end-organs, and that serotonin may 
play a role in the development and perpetuation of ab- 
normal mental states. 

Rinaldi and Himwich have demonstrated electro- 
encephalographically that chlorpromazine depresses 
the alerting pattern in the reticular formation ; whereas 
reserpine, although stimulating the reticular forma- 
tion, apparently inhibits the activity of the hypothal- 
amus (Figure 4). 

Studies by Berger demonstrate that meprobamate 
(Equanil, Miltown) appears to have a central depres- 
sant action upon the thalamus and peripherally causes 
muscle relaxation (Figure 5). 

Clinically the pharmacologic effects of these drugs 
also indicate their varied subcortical sites of action. 
Table 1 illustrates some of their major pharmacologic 
effects. It is evident that these drugs must exert their 
primary actions on different subcortical areas. The ef- 
fects of reserpine on blood pressure, pulse rate, intes- 
tinal motility and pupillary size suggest the posterior 
hypothalamus as its primary site of action since it does 
not antagonize the effects of sympathomimetic sub- 
stances such as epinephrine or norepinephrine, nor 
does it potentiate the effects of acetylcholine. Chlor- 
promazine must also exert an inhibitory effect upon 
the hypothalamus, as well as the reticular formation, 
since it produces a fall in body temperature and a 
decrease in metabolic rate. 

Chlorpromazine differs from reserpine in that the 
autonomic changes following its administration may be 
ascribed to its adrenolytic effects, a possible ganglion- 
ic-blocking action and to its atropine-like properties. 
The locus of action of promazine has as yet not been 
determined, but it is probably the same as that of chlor- 
promazine. 

It is possible that the loss of the chloride radical 
may be responsible for the relative absence of peri- 
pheral autonomic effects. 

Meprobamate apparently blocks long internuncial 
neuronal circuits between the cortex and thalamus. It 
apparently does not influence autonomic activity. How- 
ever, in large doses, it abolishes certain reflexes, and 
in therapeutic doses produces relaxation of skeletal 
muscles. 
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Figure 6. Sketches illustrating the onset of action of promazine and 
chlorpromazine following (a, above) intravenous, (b, center) oral 
administration and (¢, right) intramuscular. 


Indications for Ataractics 


The following discussion will consider the indica- 
tions for and contraindications to the use of the tran- 
quilizing agents for the management of various clinical 
conditions encountered in medical practice. 


ANXIETY STATES 


Perhaps the largest group of-patients te whom the 
practitioner would have occasion to administer the 
tranquilizing agents are those suffering from acute and 
chronic anxiety states. (The patient who is subject to 
acute anxiety attacks usually suffers from an underly- 
ing chronic anxiety state.) In acute attacks, there is 
evidence of overstimulation of the autonomic nervous 
system, and the patient may complain of palpitation, 
nausea, frequency of urination, paresthesias and feel- 
ings of choking or suffocation and of impending death. 
In such situations, the administration of 50 to 100 mg. 
orally or intramuscularly of promazine or chlorproma- 
zine will usually be effective in inducing a state of sleep 
from which the patient may awake free of the acute 
anxiety reaction. 

Many of the patients, even without acute reactions, 
frequently complain of nervous tension, as well as sub- 
jective somatization of their chronic anxiety state. In 
such conditions it has been shown that the phenothia- 
zine derivatives (promazine and chlorpromazine), reset 
pine and meprobamate may be useful in reducing the 
severity of the disorder (the last-named drug presum- 
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ably being more specific in its effect). The dosage of 
meprobamate, usually 400 mg. three times daily, must 
be individualized and subsequently adjusted to obtain 
the desired clinical response. Complications associated 
with long-term therapy are probably seen in lowest 
incidence with meprobamate. 


Somatic DisTURBANCES 


The emotional detachment and relaxation induced 
by the ataractic drugs makes them extremely useful in 
the management of anxiety states associated with 
somatic diseases. The psychologic stress frequently ac- 
companying various disease states in many instances 
retards recovery, and may create difficulty in the hospi- 
tal management of such patients. There is hardly an 
organic disturbance in which the administration of a 
tranquilizing agent would not be beneficial. We have 
found promazine to be particularly useful in the man- 
agement of patients with terminal disease states due to 
malignant neoplasms and renal failure. In addition to 
inducing a relaxed state and an attitude of detachment 
from their environment, the antiemetic properties of 
the drug have proven extremely valuable. Promazine 
has also been useful in the management of asthmatic 
patients; the tremendous psychic component accom- 
panying this disease is generally recognized. 

The effective dose in organic illnesses should be 
determine « by beginning with 25 to 50 mg., admin- 
istered ey ery four to six hours, and increasing the dose 
gradually «intil the desired response is achieved. We 
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have used doses of promazine as high as 800 mg. a day 
to manage patients with intractable pain due to cancer. 
The route of administration will obviously depend on 
the condition of the patient. 

In those diseases associated with pain, it is impor- 
tant to remember to reduce the dose of analgesic to 
approximately one-half to two-thirds because of the 
potentiating effect of the ataractics. 

Because of its predisposition to cause vascular col- 
lapse, chlorpromazine should not be used in conditions 
such as acute myocardial infarction, or cerebral throm- 
bosis, where even temporary acute reduction of pres- 
sure may be harmful. Furthermore, in clinical disor- 
ders in which vascular collapse may be a complication, 
it is inadvisable to administer reserpine since we have 
observed that this drug tends to block corrective hemo- 
static circulatory mechanisms, e.g., compensatory 
tachycardia. However, it has been observed that anginal 
symptoms may be alleviated by the administration of 
reserpine. It is difficult to state whether this effect is 
due to improved coronary circulation secondary to 
bradycardia, or to reduction of chronic anxiety with 
consequent indifference to minimal symptoms. 


ALCOHOLIC SYNDROMES 


The practitioner is not infrequently called upon to 
assist in the control of the combative and assaultive 
acutely inebriated individual. The phenothiazine de- 
rivatives (promazine and chlorpromazine), because of 
their immediate onset of action, are most suitable for 


79 


| 
| 
b. — c 
ind 
ral 
ca- 
cal 
the 
the 
nd 
to 
ly- | 
is 
us 
on, 
el- 
th. 
ng. | 
na- | 
ep | 
ute 
ns, | 
ub- 
In | 
eI- 
the 
m- | | 


the management of such patients. They may be admin- 
istered orally, intramuscularly or intravenously, de- 
pending on the cooperation of the subject. These drugs 
are effective within approximately 45 minutes after 
oral therapy, 30 minutes after intramuscular injection, 
and 5 minutes following intravenous administration 
(Figure 6). Dosage should be relatively small (25 to 50 
mg.) because of the potentiating effects of these drugs 
on the depressant action of alcohol. The duration of 
sleep may be six to ten hours, probably depending to a 
great extent upon the alcohol concentration in the 
blood. 

The majority of patients suffering from the after- 
effects of continued overindulgence in alcohol require 
treatment for insomnia, anxiety and tremors. Here 
again the immediate control of the disorder is best 
accomplished by one of the phenothiazine derivatives. 
Sleep will be induced within 30 to 45 minutes by 100 
mg. given orally (or intramuscularly if necessary), 
thereby relieving the overt manifestations of this con- 
dition. Following the initial dose, smaller doses may 
be given repeatedly, usually every four to six hours, as 
long as signs and symptoms persist. Because of the 
unpredictable duration of the syndrome (one to seven 
days), we do not advocate the use of reserpine, which 
has a delayed onset of action even when administered 
intravenously, and whose action may persist for some 
time after spontaneous recovery from the alcoholic 
syndrome. Many alcoholic patients, because of acute 
gastritis, are unable to retain either food or fluids. The 
' blocking effect of the phenothiazines on emetic centers 
is extremely helpful in such cases. 

Because of difficulty in management and precarious- 
ness of the condition, patients with hallucinatory post- 
alcoholic syndromes (acute hallucinosis and delirium 
tremens) should be hospitalized. Intravenous medica- 
tion is required because of the urgency of the situa- 
tion. Promazine is probably the drug of choice because 
of its rapid action and apparent relative freedom from 
liability to induce vascular collapse. An initial dose of 
200 mg. is usually effective in inducing sleep. How- 
ever, in severe cases, larger doses may be required (300 
to 400 mg.), or the initial dose of 200 mg. may have to 
be supplemented with 100 to 200 mg. of pentobarbital 
(Nembutal). Doses of promazine (200 mg.) are repeat- 
ed when necessary, usually at four- to six-hour inter- 
vals. Supplementary use of the barbiturate is discon- 
tinued as soon as promazine alone is found to be 
effective. 

The effects of intramuscular administration of 2.5 
to 5 mg. of reserpine in such patients are manifested 
after eight to 24 hours. Sleep induced by this amount 
appears to be more profound and longer lasting than 
with the phenothiazines. Reserpine may be continued 
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in these doses every 12 hours. Here again bec.use of 
the unpredictable duration (one to seven days) of this 
syndrome, we prefer to use the phenothiazines rather 
than reserpine. An unfavorable deterrent to the use of 
reserpine is the frequent occurrence of diarrhea with 
large doses. This may aggravate dehydration, and cer. 
tainly complicates nursing care. 

Head injury. The high incidence of head injuries 
and subdural hematomas in alcoholic patients is gen- 
erally recognized. In the management of the alcoholic 
subject during his acute phase, phenothiazine has the 
significant advantage that it does not mask the develop- 
ment of an expanding intracranial lesion. The patient 
may be regularly aroused from his sleep and his neuro- 
logic status evaluated. If the patient cannot be aroused, 
then we should strongly suspect a subdural hematoma. 


Druc ADDICTION 


Occasionally the physician will encounter instances 
of excitation or agitation due to the withdrawal of 
drugs to which patients have become addicted, or due 
to excessive use of central nervous system stimulants. 
Since these syndromes are of comparatively short dura- 
tion, the use of the phenothiazine compounds in their 
treatment appears preferable. We have found that 
doses of 100 to 150 mg. of promazine, orally or intra- 
muscularly every four to six hours, may be necessary 
to control the symptoms of drug withdrawal. Large 
doses are preferable and their continued administra- 
tion every four to six hours maintains the patient ina 
state of sleep until withdrawal symptoms spontane- 
ously disappear (usually within five to seven days). 

In cases of excitation resulting from the excessive 
use of central nervous system stimulants, a large initial 
dose of promazine (100 to 150 mg.) is indicated. The 
frequency and size of subsequent doses should be 
gauged by the response of the patient. 


PsYCHOSES WITH AGITATION 


The initial management of disturbed psychotic pa- 
tients can best be accomplished by resorting to insti- 
tutional care for diagnosis and beginning of therapy. 
In many such instances, agitation may be so marked 
that the patient can be transported to the hospital only 
if effective sedation is instituted at home. For this pur- 
pose promazine is usually effective when given intr- 
muscularly or intravenously in doses of 150 to 200 mg. 

There are many types of psychoses, either inherent- 
ly of brief duration or having short-lived excitatory 
phases, in which continued confinement to a psychi- 
atric hospital may be avoided. The patient may be 
managed either in the home or in a general hospital 
with the aid of subcortical blocking agents. This is fre- 
quently the case in senile deterioration with episodic 
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confusion and agitation. In such instances initiation 
and continuation of treatment may well remain in the 
hands of the practitioner. Doses of the phenothiazines 
required may vary from 50 to 300 mg. given orally 
(when possible) as often as four times a day. The mag- 
nitude and frequency of the dose will depend on the 
patient’s response. These drugs, as well as reserpine, 
may be useful in the prophylactic treatment of noctur- 
nal confusion, so common among the aged population. 

Promazine administered parenterally is probably 
preferable for the management of acute delirium as- 
sociated with febrile illnesses, or psychotic states oc- 
casionally complicating the immediate postoperative 
period. Fabing has reported that azacyclonol (Fren- 
quel) is also effective in the latter condition, although 
we have been disappointed in its therapeutic efficacy 
even in large (200 mg.) parenteral doses. 

Those psychoses which have no apparent excitatory 
component and are manifested almost exclusively by 
depression do not, as a rule, respond well to treatment 
by the tranquilizing agents. In fact, these drugs might 
well aggravate the depression in such cases. 


MiscetLANEOUS UsEs 


We have found the phenothiazines to be a useful ad- 
junct for the performance of necessary diagnostic 
studies in irrational or unmanageable patients. Radio- 
logic observations, lumbar puncture, bronchoscopy, 
ete., may be done without resistance after the administra- 
tion of 100 to 150 mg. of promazine or chlorpromazine. 


Value of Ataractics in Perspective 


It should be emphasized that to date, experience 
with these drugs has not been adequate to make defin- 
ite statements concerning their relative effectiveness, 
particularly with regard to long-term therapy. It 
would, however, be foolhardy to believe that any one 
agent would be effective in correcting all of the various 


Folic Acid and Vitamin B,, in Medical Practice 


Boru Fouic act and vitamin By are useful in the treatment 
of megaloblastic anemias. Folic acid is the initial treatment 
of choice in sprue, nutritional macrocytic anemia, and the 
megaloblastic anemias of infancy and pregnancy. Vitamin 
Bis is indicated for use in all patients with pernicious 
anemia, and it should be the initial therapeutic agent 
employed whenever doubt exists about the etiology of 
megaloblastic anemia. If the possibility of pernicious 
anemia exists, the use of folic acid should be avoided be- 
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types of psychoses and neuroses. This would be tanta- 
mount to saying that all diseases of the gastrointes- 
tinal tract could be satisfactorily managed by one drug. 
At the present time the only safe conclusions that can 
be drawn are those pertaining to the relative value of 
the various agents in the management of acutely dis- 
turbed patients. 

It would be rather naive to expect that drug therapy 
alone would be completely adequate for restoring or 
maintaining a state of normalcy in the mentally dis- 
turbed patient. It has been repeatedly demonstrated 
that no disease is completely managed by drug therapy 
alone. Drug therapy in psychiatric disease should be 
considered merely as an adjunct to other forms of 
therapy; the social, environmental and interpersonal 
relationships cannot be ignored. There can be no 
doubt that the ataractic agents render the patient more 
accessible to psychotherapeutic procedures; they may 
serve as a crutch which should be removed if and when 
normal psychobiologic homeostasis can be achieved. 

The effectiveness of these agents serves to support 
the contention that psychiatric disorders may well re- 
sult from disturbances in energy utilization or neural 
transmission, and strengthens the concept of an or- 
ganic basis for their etiology. The advent of these 
drugs makes it possible for the physician to manage 
many of these patients in the home and, when neces- 
sary, to have them admitted to general hospitals for 
diagnostic studies and institution of therapy. This 
avoids the stigma currently associated with admission 
of such patients to a psychiatric hospital, and reduces 
considerably the costs to the patient. 


This investigation was supported in part by a research grant from 
the National Institute of Neurological Diseases and Blindness of the 
National Institutes of Health, Public Health Service, and in part by 
a research grant from the Donner Foundation. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


cause of the hazard of subacute combined degeneration of 
the spinal cord. 

For this particular reason, the inclusion of folic acid in 
multivitamin and “‘panhematinic” preparations is poten- 
tially dangerous. 

In the therapeutic use of either of these vitamins, ade- 
quate hematological examinations at frequent intervals are 
essential in order to evaluate properly the efficacy of the 
treatment. The dosage of either vitamin must be adjusted 
to the requirements of the individual patient.—Watrer G. 
Unciaus, M.D. and Grace A. GoLpsmirH, M.D., JAMA, 
161 :623, 1956. 
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THe AMERICAN Cancer Society has accomplished a 
great deal in the past few years by a program of public 


education in the danger signals of cancer—especially 


with respect to early subjective symptoms. The “seven 
commonest danger signals of cancer” have been de- 
picted in films as well as pamphlets, and numerous 
speakers have presented the subject. 

This program, of course, should be implemented 
and accelerated. However, all too frequently I have 
heard members of the medical profession address their 
colleagues on the subject of the early diagnosis of can- 
cer using the same subjective symptoms that the public 
itself uses as a guide to the suspicion of early cancer. 
If doctors use those criteria exclusively for the diagno- 
sis of early cancer, they will continue to overlook many 
early cancers. 


Cancer Detection Clinics 


In an effort to diagnose cancer earlier, cancer detec- 
tion clinics became popular about ten years ago. By 
1950, there were 251 cancer detection centers in the 
United States. Experience with these centers has re- 
vealed their shortcomings. Since 75 per cent of cancers 
in males and 60 per cent of cancers in females occur 
past the age of 55 years, it is important to concentrate 
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Using a thorough history, a COMPLETE physical examinatio:: 
and simple instruments and laboratory procedures, 


A Cancer Examination for the Asymptomatic Patient 


the family physician can provide the most efficient Th 
“cancer detection” service. Physicians engaged in limited specialties 

are, in a sense, obliged to refer patients to a physwian capable sh 

of rendering a complete, periodic examination. The cost of such 7 

a study conducted by the family doctor is much less than de 

if the duty is divided among several specialists. Only after this pa 

thorough general examination can the patient be conscientiously y 

told that no evidence of an early cancer has been found. ti 
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on this age group. Many of the cancer detection cen- M 

ters had waiting lists scheduled in advance by six to 12 pa 

months. This defeated the very principle of educating = 

the public to frequent, periodic, complete physical ne 

examinations. The cost of finding one cancer case ina in 
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detection center has been estimated at $7,000 to 
$10,000. It thus became obvious that it would be better 
tomake every doctor’s office a cancer detection center. 


The G.P. as a Cancer Detective 


What physicians among the medical profession 
should be especially trained in the diagnosis of early 
cancer? It is obvious that many physicians in the 
specialties and subspecialties are not in a position to 
do complete physical examinations on asymptomatic 
patients. Otolaryngologists, ophthalmologists, neuro- 
surgeons, obstetricians and urologists, for example, 
should not be expected to set up general cancer detec- 
tion services in their offices. This does not relieve 
them from referring patients to a physician ca- 
pable of doing a complete examination. Too many 
physicians in limited specialties tend to think only in 
terms of their field. The patient is left to decide for him- 
self where he can get a thorough examination. 

The general practitioner should be looked upon as 
the physician most favorably situated to offer a com- 
plete examination of a patient for the detection of early 
cancer. Particularly, the general practitioner’s office 
should be the place where early cancer is most fre- 
quently suspected as well as most frequently diagnosed. 
It is true that sometimes doctors are remiss when it 
comes to a thorough so-called health examination. 
Most well-trained modern family physicians are ca- 
pable of performing the diagnostic procedures neces- 
sary for a thorough examination. However, many do 
not fulfill this obligation for reasons of crowded wait- 
ing rooms or procrastination of one sort or another. 


Cancer Incidence 
(Female) 
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Figure 2. Relutive incidence of cancer in females. 
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Regardless of who acts as personal physician to a 
family, that physician must be prepared to do a thor- 
ough, complete physical examination. I believe that 
many times patients receive a “complete” examination 
that really is not complete. They leave the doctor’s 
office with a false sense of security about their health. 


Public Education 


How can the public be educated to the importance 
of a periodic, routine physical examination? People 
have learned that periodic dental examinations are 
essential and economical. Parents are awakened to the 
need for well-baby care and most cities now have well- 
baby clinics for the less privileged patients. Why can- 
not the parents of the baby be educated to think also in 
terms of well-parent care? 

It is saddening to realize that the group most negli- 
gent in regard to periodic examinations is the medical 
profession itself. Doctors should show the way to the 
public when it comes to routine physical examinations. 
It seems that doctors must rely on that old familiar 
phrase, “Do as I say and not as I do.” It is time to dis- 
card that phrase. The late Dr. Merrill Shaw, a former 
vice president of the American Academy of General 
Practice, started a move in that direction as he died 
from cancer. It was through his plea that the Ameri- 
can Medical Association passed a resolution urging “‘a 
family doctor for every doctor’s family.” Like the shoe- 
maker’s children with holes in their shoes, so too the 
doctor’s family is frequently neglected, especially 
when it comes to periodic health examinations. I recall 
seeing Dr. Shaw rise to his feet and give a talk on that 


Figure 3. Artist’s concept of the essential diagnostic steps in a cancer 
examination. 
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subject at a national convention of the American 
Academy of General Practice. The following year a 
resolution initiated by the Academy referable to a doc- 
tor for every doctor’s family was adopted by the House 
of Delegates of the AMA. 

Time passes so quickly that all too often the patient 
will enter the office for a routine physical examination 
thinking the last examination was about a year ago. 
However, the chart usually shows the last visit to be 
two or three years ago. To counteract this tendency I 
have tried to impress patients to think of examinations 
in terms of birthdays. An individual’s birthday is sel- 
dom forgotten, and I suggest that each year on his 
birthday he call for an appointment for a complete 
physical check-up. Most patients seem to be impressed 
by this system of remembering. Some doctors think it 
might be unethical, or might appear to be soliciting, if 
reminder cards were sent to patients to urge them to 
re-enter for an examination. It would be better if doc- 
tors were not so scrupulous along these lines. 

In analyzing cancer statistics, too often the stress 
has been placed upon mortality figures. As a result 
even physicians may develop a sense of frustration or 
discouragement. The emphasis should be placed upon 
the incidence of cancer to show how easy it is to diag- 
nose the vast majority of cancers by means of a physi- 
cal examination and the use of available laboratory 
procedures. 

Figures 1 and 2 show the relative incidences of can- 
cers in males and females. These data re-emphasize the 
point that many early cancers in patients without 
symptoms are accessible and could be diagnosed early 
through facilities that are available to the modern 
family doctor. 


Examination of the Patient 


Once the patient gets to the doctor’s office, then the 
most important phase begins. Is he going to get a thor- 
ough physical examination for early symptomless can- 
cer? Unfortunately many times he will not. He may 
have a glucose tolerance test, an electrocardiogram, a 
blood NPN, a blood calcium, an acid phosphatase, and 
a basal metabolism test, but he fails to get the benefit of 
a rectal examination. The female patient fails to get 
the benefit of a Papanicolaou smear of the cervix. 


INSPECTION AND PALPATION 


What does a complete examination include if doc- 
tors are to increase their percentage of diagnoses of 
early symptomless cancer? Inspection of the patient is 
impossible if the patient is partially clothed. Many early 
skin cancers are missed because of this single factor. 
How many times has a melanoma on the sole of the 
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foot been missed because the patient did not cll the 
doctor it was there and the doctor did not insist that 
the patient strip completely? Many of the poorest re- 
sults from cancer therapy are focused about the nasal, 
oral and pharyngeal passages. A flashlight and laryngo. 
scopic mirror are not intricate pieces of apparatus, 
Careful inspection by the use of these instruments may 
reveal a suspicious lesion long before the patient sus- 
pects a cancer. 

Palpation is still a fundamental diagnostic procedure. 
Many of the earliest cancers can be diagnosed if doc- 
tors use their hands alone as a diagnostic tool. Think 
of the early tumors of the thyroid, breast, kidney, 
uterus, ovary, rectum, prostate, testicle and musculo- 
skeletal system. In their early stages, these tumors do 
not bring the patient to the doctor because there 
usually are no symptoms. 

Instructions for self-examination of the female breast 
are simple, requiring only a few extra minutes, and 
should always be an integral part of the female physical 
examination. Many women have already viewed the 
film on this subject produced by the American Cancer 
Society. However, it is surprising how many women 
are ignorant of this technique. Most women are con- 
scientious about such a procedure when told that can- 
cer of the breast is the most common type of fatal can- 
cer in women, and that it can be cured if diagnosed 
early as a small painless lump. 


LuNG AND STOMACH CANCERS 


Routine chest x-rays every six months in the male 
past 40 years of age have been suggested by some 
authorities. Unfortunately most early lung cancers will 
not be discovered by this procedure alone. More re- 
fined tests must be developed before doctors will be 
able to increase their percentage of diagnoses of early 
lung cancers. 

Cancer of the stomach kills mcre men than any other 
cancer. However, as in the case of lung cancer, the use 
of roentgenographic studies as a screening test has not 
been accepted as justified on the basis of finding “ear- 
ly” cancer. Radiology societies recognize the challenge 
to develop a screening procedure that will more readily 
suggest gastric cancer. 

Although the procedures available for the diagnosis 
of early lung and gastric cancers are not at all ideal, it 
is possible for the physician to uncover hidden symp- 
toms through a careful history. Symptoms revealed in 
this manner may warrant the referral of the patient to 
the specialist skilled in techniques such as bron- 
choscopy with aspiration for possible cancer cells. Like- 
wise in the case of the stomach, it may be advisable to 
consult with the gastroscopist or to utilize procedures 
such as the study of gastric secretions. 
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Coron, PELVIs AND PROSTATE 


A careful history is of utmost importance in detect- 
ing signs of cancer of the colon. Routine x-ray studies 
are not practical, but when they seem indicated, the 
physician should not hesitate to make a thorough 
study including the use of air contrast. 

Sigmoidoscopy, especially in males, and a pelvic 
examination in females are part of a routine physical 
examination. The use of the Papanicolaou smear 
would seem to be commonplace today but many doc- 
tors fail to repeat the test periodically. My urologist 
friends lament the fact that they seldom get a referral 
of an early cancer of the prostate. The earliest sign is 
diagnosed by digital palpation. To fail to do this in a 
man past 50 years of age is negligence. 


LasoraTory AIDS 


Laboratory procedures should include the hemato- 
crit, differential blood count, and urinalysis, including 
a microscopic examination. Microscopic blood in the 
urine is just as important as gross blood. The cause of 
the bleeding must be found. Figure 3 shows pictorially 
the essential diagnostic steps that have been discussed. 

Unless the physician has made the type of physical 
examination described, he cannot conscientiously tell 
the patient that he has found no evidence of an early 
cancer. It is true that a complete examination as de- 
scribed is not inexpensive, but it likewise need not be 
expensive. If performed by the personal physician, the 
cost can be much less than if the duty is divided among 
several categories of doctors. 


Social Security 


HavING BECOME the law of the land (Public Law 
880, 2nd Session, 84th Congress), H. R. 7225 has, 
therefore, through its cash-for-disability provi- 
sions and lowered retirement age, established 
precedents that to the medical profession are 
highly significant symptoms of an economic—and 
moral—malady. The medical profession is cer- 
tainly not opposed to the Federal social-security 
program, which is to millions of employed Amer- 
icans their only source of retirement security, but 
it cannot help being demonstrably disturbed over 
Federal encroachment on the practice of medicine 
via social-security legislation. And, as responsible 
citizens, doctors of medicine cannot help but be 
alarmed at the constant amendments to the Social- 
Security Act made without regard for the ulti- 
mate soundness and stability of the program. 
The American Medical Association’s plea for a 
careful, exhaustive, and nonpartisan study of the 
entire social-security system before further exten- 


sion of benefits is legislated is one that should be 
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seriously considered by the senators and repre- 
sentatives who will comprise the 85th Congress 
and who may be expected to have at heart the 
economic and social stability of the nation and the 
need for a strong financial foundation on which 
individual safeguards may be built. 

The basic theory of social security makes it a 
noble experiment in the efforts of man to come to 
better terms with his environment. The very word 
“security,” however, as used today, is coming to 
imply a condition that can hardly be produced on 
a national scale without the loss of something still 
more valuable. The price may be the capacity and 
the desire to work and if necessary to suffer for the 
preservation of one’s self-sustaining status—to 
overcome on one’s own account the difficulties of 
the passage through life. For he that overcometh 
will be made a pillar in the temple. 

The one thing that the protective state has 
never yet achieved is protection; the best that it 
can hope to offer is freedom of individual 
opportunity.—EprroriaL, New England J. Med., 
255: 444, 1956. 
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A thorough knowledge of the environment 

of the handicapped child—with emphasis on his parents— 

is as important as the study of the specific handicap. 

Attitudes of parents are quickly transmitted to the child. 

It ts important that these attitudes help rather than hinder the child 
in coping with his handicap. The parental personality traits 
may interfere with the development of sufficient “‘acceptance’’ 

of the child. Parents may react with guilt feelings, denial, 
projection or withdrawal. The recognition and skillful treatment 
of these parental reactions are the most important contributions 
to the improvement of the child. 


Personality Variants in the Parents of the Handicapped Child 


BY ZIGMOND M. 


LEBENSOHN, M.D. 


Georgetown University School of Medicine 


Washington, D.C. 


This ts the last in a series of five articles sponsored by the 
District of Columbia Society for Crippled Children. 


ADVANCES in understanding and treatment of the prob- 
lem of the handicapped child have developed so rapid- 
ly within our lifetime that those working closely with 
children may erroneously assume that things were 
ever thus. To correct this false impression, it may be 
helpful to view this dramatic development against the 
backdrop of historical perspective. 


History of the Problem 


The advances concerning the understanding and 
treatment of the handicapped are intimately tied to 
changes during the past 50 years in medical attitudes 
toward the patient. At the height of the era of “scien- 
tific” medicine, the doctor tended to use a detached, 
overly objective attitude instead of the warm, human- 
istic approach of earlier and less “‘scientific” years. He 
became more and more interested in the disease and 
less and less interested in the patient. In the words of 
the late Dr. William Alanson White, ‘The patient was 
looked upon as the ‘accidental host’ of an interesting 
pathological process.” 
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This trend remained dominant in this country for 
several decades until its limitations became painfully 
apparent to most medical practitioners. American 
psychiatrists, notably Adolf Meyer and William A. 
White, were among the first to point out the need for 
the holistic approach in medicine. This need to view 
the patient as a whole—to treat the patient who has a 
disease, rather than the disease within a patient—be- 
came the standard text and battle cry for psychiatric 
papers and lectures in the °20’s and °30’s. The blos- 
soming of psychosomatic medicine during World War 
II and thereafter can be traced to the earlier ground- 
work laid by these pioneers. 

The next step in the development of our present-day 
attitudes came when the need to study the patient's 
physical, social and emotional environment was recog- 
nized. For this step, we are indebted to Dr. William 
Healy, pioneer child psychiatrist and founder of the 
child guidance movement, who originally worked with 
the problem of juvenile delinquency. Dr. David Levy, 
in his Academic Lecture before the American Psy- 
chiatric Association, in 1951, described Healy’s con- 
tribution clearly: 

Dr. Healy’s method of investigation differed from 


his predecessors through the kind of relationship that 
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developed between himself and his two assistants, a 
psychologist and a social worker. The relationship be- 
came what is often referred to nowadays as interdis- 
dplinary. Though officially the psychiatrist was the 
responsible head of the project, psychiatrist, psychol- 
ogist and social worker were all on an equal footing in 
their exchange of knowledge derived from the particu- 
lar investigation and in their exchange of ideas about 
causation and treatment of the individual delin- 
quent...” 

“Certain concepts that have general application 
have been especially stimulated by ‘child guidance’. 
Adolf Meyer’s concept of total personality is one of 
them. The threefold approach, involving, as it does 
visits to the home, interviews with parents, and other 
adults that come in contact with the child, besides 
numerous studies by three investigators, has every 
tendency to envisage the child as a responding person- 
ality, and is less likely to fall into the temptation of re- 
garding the child as the mere extension of an IQ, or of 
an organic disease, or a simple resultant of social forces 
ora mental mechanism.” 


Evaluation of the Child’s Environment 


One can now begin to see that it is important not 
only to study the child, and his specific handicap, but it 
isalso necessary to have a thorough knowledge of the 
child’s total environment, with emphasis on his parents. 

Ifattention is focused exclusively on the child, there 
is risk of upsetting an already precarious intrafamily 
balance. Unless the capacity of the parents to take over 
certain added economic, physical and emotional bur- 
dens is carefully evaluated, the entire family structure 
may collapse. This, of course, hopelessly compounds 
the existing handicap and places staggering difficulties 
in the road to rehabilitation. 

It is in the hope of helping us understand the 
parents’ varying reactions to their child’s handicap 
that these observations are being presented. These ob- 
servations are made not from the position of child 
psychiatry but rather from the strategic vantage point 
of the psychiatrist who deals primarily with adults. 

Many of my patients have been parents of handicap- 
ped children. Most often the parent’s emotional over- 
reaction to the child’s handicap has been largely 
responsible for the parent coming to a psychiatrist for 
help. Some of the patients have been adults who had 
severe handicaps as children. These patients provide 
ample evidence of the importance of proper parental 
attitudes. Still other patients have been siblings of a 
handicapped person, often a person whose handicap 
has so dominated the household that neurotic conflicts 
became cident in one or more of the siblings. 
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Degree of the Child’s Handicap 


In using the term handicap, I use it in its broadest 
possible meaning. The cases that have come to my 
attention include the widest variety of disorders— 
mental deficiency, severe residuals of old polio, brain 
injury, cerebral palsy. These conditions may occur in 
all degrees of severity, from slight involvement produc- 
ing a barely noticeable handicap, to severe involvement 
in which the patient is totally incapacitated, requiring 
constant hospital care. 

Parental attitudes are to some extent influenced by 
the specific nature of the handicap, but even more by 
the degree of the handicap. For example, some parents 
who would be emotionally incapable of coping with a 
mentally defective child, may do reasonably well with 
a child badly incapacitated by polio. This may be ex- 
plained in part by the general sympathetic attitude 
toward the polio sufferer, due to the publicity given 
this disease. If, however, the incapacity from polio is 
severe and unresponsive to therapy, then even the 
well-integrated parent may show evidence of emo- 
tional strain. Awareness of such complication is im- 
portant, since prompt recognition may lead to help 
being made available to the parent. Such help will bene- 
fit not only the parent, but the handicapped child as 
well. 


Acceptance 


Much has been written concerning the concept of 
acceptance in dealing with the handicapped. Accept- 
ance implies an active process of “agreeing to” or hav- 
ing a “consenting mind.” In that sense, acceptance is a 
precious and indispensable ingredient in the formula- 
tion of an effective program of individual rehabilita- 


‘tion. Acceptance must not be confused with resigna- 


tion. The latter implies a passive process of static 
inactivity that is difficult to combat. 

As important as the concept of acceptance is to the 
adult patient, it is even more important to the parents 
of the handicapped child. The attitudes of the parents 
are quickly transmitted to the child, and it is important 
that these attitudes should help rather than hinder the 
child in coping with his existing handicap. 

To paraphrase Grayson in his discussion of the con- 
cept of acceptance, “The term is usually applied to 
three aspects of the subject’s rehabilitation, physical, 
social and psychologic. Physically, acceptance implies 
that the (parent) is well aware of the nature of the dis- 
ability, its origins, its complications and its prognosis. 
Socially, it implies that the (parent) is realistic about 
the impact of his child’s handicap on his job, his 
housing, his family and other relations. Psychologi- 
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cally, it implies that the (parent) is showing no serious 
emotional symptoms referable to his child’s disability.” 


BENEFITS OF ACCEPTANCE 


A good example of the beneficial influence of accept- 
ance is illustrated by the following: 

Case 1. A 9-year-old boy was brought to his family 
physician because of “spells” occurring at night, af- 
fecting the use of various parts of his body. The family 
doctor, suspecting a neurologic disorder, referred the 
patient for examination. Careful clinical and EEG ex- 
amination revealed typical findings of a convulsive dis- 
order. 

Once the diagnosis of epilepsy was established, the 
nature of the disorder was carefully explained to the 


child and the parents and a treatment program was 


outlined. Despite some difficulty in arriving at an op- 
timal anticonvulsant regimen, the parents and the boy 
accepted the situation because they had been carefully 
prepared. 

The boy is now 14, and for the last three years has 
been free from seizures and has led a completely nor- 
mal life. Acceptance on the part of the boy’s parents 
played an important role in producing the favorable 
response to treatment. 

Unfortunately, not all parents are sufficiently mature 
to display such a degree of realistic acceptance of the 
handicap. Some parents (especially the mothers) dis- 
play a wide variety of personality traits that may seri- 


ously interfere with optimal development of the handi-— 


capped child. Not all emotional disturbances encoun- 
tered in the parent are necessarily related to the child’s 
handicap. Some disorders may have existed in latent 
form for many years only to become manifest when the 
parent is faced with the added stress of a chronically 
disabled child. Occasionally the disturbances are totally 
unrelated to the child’s difficulty. For present purposes, 
however, it may be best to limit the discussion to 
parental personality disturbances that occur as a re- 
sponse to handicap in the child. 


Reactions of Parente 


Perhaps the four.most frequent ways in which parents 
may react are (1) by feelings of guilt, (2) by denial, 
(3) by projection and (4) by withdrawal. These reac- 
tions are, for the most part, caused by unconscious 
conflict, and they are manifested in many different 
ways. Each reaction represents an attempt on the part 
of the parent to cope with what appears to him to be 
an intolerably painful situation. Each reaction must be 
looked upon as a struggle for defense, a self-protective 
measure. Sometimes, however, these measures become 
so top-heavy as to defeat their very purpose. Unless 
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remedial measures can be instituted, both parents and 
child will suffer. 

A susceptible parent need not be limited to on/y one 
of the aforementioned reactions. Indeed, it is common 
to find some elements of each in many parents. Fur- 
thermore, a vulnerable parent may show different re- 
actions at different periods in her child’s development. 
For example, a mother of a mentally defective child 
may respond at first by denial. Later, as the child’s 
difficulties become more obvious, she may resort to 
projection (the blaming of others). The final reaction 
may be either withdrawal or guilt. These various re- 
actions will now be discussed in order. 


REACTION BY FEELINGS OF GUILT 


This reaction is one of the most common and, for- 
tunately, one that is most susceptible to treatment. The 
parents in this group often give a history of having 
been overconscientious or overinhibited. They tend to 
be rigid, having always set high standards of perform- 
ance for themselves and others. They usually place a 
high premium on conformity, and have a very exacting 
sense of right and wrong. As will be noted, this very 
group is most susceptible to development of involu- 
tional psychosis, a reaction in which guilt feelings play 
a pronounced role. 

Many mothers in this group seriously believe that 
fate has thrust the burden of a handicapped child on 


their shoulders as fitting punishment for the widest as- 


sortment of “sins,” both real and imaginary. Some 
think they have been punished because of premarital 
sexual indiscretions; others because of religious trans- 
gressions, still others because of real or fancied neglect 
of the child. Occasionally, the self-accusations are based 
on ignorance, as in the case of the naive mother who 
felt that her child developed cerebral palsy because she 
rode in automobiles during her last months of preg- 
nancy, contrary to her obstetrician’s orders. 

Such cases, of course, are relatively uncomplicated 
and usually respond to medically supervised educa- 
tional methods. In other cases, the mother, as if to 
atone for her sins, becomes so oversolicitous as to 
smother the child with attention. Such mothers become 
dedicated martyrs, sacrificing their lives to the cause. 
In so doing, they interfere seriously with the proper 
development of the handicapped child, and frequently 
disrupt the family life to such an extent that everyone 
in it suffers. 

Case 2. A 32-year-old secretary was seen for an acute 
confusional episode marked by anxiety, depression 
and paranoid delusions. She gave a history of a severe 
attack of polio at the age of 5 which seriously threatened 
her life. She recovered slowly but emerged seriously 
crippled. 
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Her mother, a rigid, domineering person with high 
social ambitions, felt the child’s illness was visited on 
her as punishment for her past indiscretions. She com- 
pensated by changing the whole pattern of her life and 
devoted herself almost exclusively to the care of her 
daughter, to the neglect of her husband and her two 
older children. 

Although the patient finished high school and ob- 
tained a job as a secretary, she was never permitted to 
lead a fully developed life despite her desire and ability 
to do so. The anxiously hovering mother subtly inter- 
fered with her social contacts to such an extent that 
the patient began to show definite signs of anxiety, de- 
pression and paranoid delusions. 

Ultimately hospitalization was required. Only then 
was it possible to explore with the mother her role in 
the development of her daughter’s illness. Fear of 
psychiatry and psychiatrists had kept both mother and 
daughter from much-needed treatment for many years. 
In this case, intensive psychiatric treatment was re- 


quired for both parties. 


REACTION BY DENIAL 


Denial is one of the most frequent mechanisms em- 
ployed by man to avoid a painful reality. Parents who 
utilize denial as a way of coping with their handi- 
capped child are particularly distressing to the sensi- 
tive worker in this field. In a recent Children’s Bureau 
Publication, Dr. Arthur Lesser points out that these 
“parents cannot bring themselves to see what is ap- 
parent to everyone else and they deny that here is a 
permanent situation they need to live with. Such par- 
ents may go from one physician to another, to various 
healing practitioners and quacks, seeking support in 
their evasion of the situation and the result is usually 
a postponement of treatment.” 

A case demonstrating the disastrous consequences 
of long-continued denial is the following: 

Case 3. A 55-year-old housewife requested neuro- 
logic consultation for her 12-year-old daughter. The 
consultant was specifically asked to examine the patient 
in her home, and when he arrived, the reason was ob- 
vious. The patient turned out to be a case of severe 
mental deficiency, incontinent and bed-ridden, with a 
mental age of approximately two years. 

Over the years the mother had persistently denied 
the permanency of the situation and, at the cost of 
family impoverishment, she had arranged for an un- 
ending stream of doctors (mainly specialists) to ex- 
amine her daughter. All had made the correct diag- 
nosis and had advised institutionalization. This advice 
she had steadfastly refused to follow. As a result, her 
husband had become an alcoholic, her older, normally 
endowed daughter, had begun to indulge in delinquent 
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behavior. Denial persisted in the face of family dissolu- 
tion. 

The late Dr. Brenneman in his thoughtful essay, 
Approach to the Parents of a Subnormal Child, states, 
“It is easy to note whole families that have been ruined 
by keeping such a child in the home.” On the other 
hand, in dealing with less serious cases, Dr. Brenne- 
man urges that “so long as the child keenly knows the 
difference between a home and an institution, he can- 
not, must not, be sent away except for remedial care.” 

A less exaggerated, but nonetheless important ex- 
ample of denial by medically trained parents who, of 
all people, should have known better, is the following: 

Case 4. An intelligent 34-year-old housewife was re- 
ferred to a neurologist because of “fainting attacks” 
occurring especially during her two pregnancies. 

History revealed that she had had frank convulsive 
seizures since the age of 7. Her father, a prominent 
surgeon in the Midwest, correctly diagnosed her ail- 
ment intellectually but never accepted it emotionally. 
He never permitted her to know what her condition 
was nor to receive treatment for it. She continued to 
have periodic attacks but her efforts to find out the 
nature of her condition were always blocked by an iron 
curtain of secrecy. This prevented her from seeking 
aid even after her marriage. ; 

Finally, at her husband’s insistence, she had a com- 
plete neurologic examination. The diagnosis of idio- 
pathic epilepsy was established and carefully explained 
to the patient and her husband. The explanation and 
plan of treatment were received by the patient with 
enormous relief. Anticonvulsant therapy was com- 
pletely effective in controlling seizures. 


REACTION BY PROJECTION 


It is a notorious human failing for people to blame 
others for their troubles. Especially is this true when 
the trouble is a child’s handicap, the exact cause of 
which is not clearly understood, and when the parent 
has been a somewhat suspicious, defensive character 
most of his life. Such parents firmly believe that their 
child’s difficulties were caused by medical mismanage- 
ment, improper treatment—or some equally irrelevant 
reason. In discussing mental deficiency (a handicap 
in which the reaction by projection is frequently seen 
in parents), Dr. Leo Kanner states, “If it is not an 
organ of the child’s body (which is at fault), then it 
must be the teacher’s lack of understanding, the crowded 
class, or the faulty school system. And if it isn’t that, 
then the tester didn’t know his business, or didn’t 
know how to handle the child, or the child wasn’t in 
the proper mood just then. It would be wrong to at- 
tribute this attitude, as is often done, to parental 
stubbornness, wicked and disrespectful lack of cooper- 
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ation, or mental dishonesty. Such parents need the 
kind of guidance which makes it possible for them to 
express their feelings, frees them of any implied ne- 
cessity of considering themselves personally responsible 
for the child’s retardation, and thereby helps them to 
lift their heads from below the ostrich sand pile.” 


REACTION OF WITHDRAWAL 


This reaction is most frequently encountered in 
parents who have displayed some tendency toward in- 
troversion and schizoid behavior. The advent of a 
handicapped child is such a blow to their deep-seated 
narcissism that they react by withdrawing from society. 
“Such parents—without comprehending the meaning 
of their emotions—feel ashamed of the child as if the 
fact that they have a defective child reveals a shameful 
weakness of their own. . . . Inasmuch as these children 
are avoided and held in derision by their playmates 
and by their neighbors, the parents frequently hide 
them to avoid embarrassment.” 

These parents have already had serious difficulties 
in establishing valid interpersonal relationships, and 
the arrival of a chronically disabled child provides the 
last straw. A certain amount of withdrawal has already 
been observed in the case of the guilt-ridden mother 
who martyred herself for her crippled child, and also 
in the mother who so adamantly denied the realities of 
her mentally defective daughter. In certain cases, how- 
ever, the withdrawal proceeds to pathologic propor- 
tions. The mother and child retreat to a hermit-like 
existence, removed from all medical and human con- 
tacts. 

This development, if permitted to go unchecked, 
often provides a perfect setting for the development of 
“folie 4 deux.” It is obviously of greatest importance 
to detect the earliest signs of a tendency to withdrawal 
on the part of the parents and to combat it with every 
means available. 

There are, of course, many other groups and sub- 
groups of parental reactions. Regardless of the specific 
nature of the parents’ reaction, the skilled worker can 
quickly recognize when it is interfering with (1) the 
child’s progress in rehabilitation and (2) the parents’ 
mental health. 


Available Assistance 


Thanks largely to the inspiring growth of excellent 
public and private organizations working in this area, 
specialized help is often available that can have a salu- 
tary influence on the parents’ attitudes. Thanks to 


tack on the problem, we have now been able to dissipate 
the once all-pervading gloom of hopelessness by the 
light of increased understanding. 

**False Hope.”” We must, however, be careful that in 
our zeal we do not become guilty, however unwittingly, 
of offering false hope, when this hope is not justified. 
Such a policy—even if well motivated—may defeat 
efforts to promote the concept of acceptance, without 
which the achievement of realistic goals is impossible. 

Although some parental reactions may be almost un- 
treatable and others may require individualized psychi- 
atric help, these cases are fortunately quite infrequent. 
Most of such parents can be greatly aided by psychiat- 
rically oriented workers. In some instances, the simple 
process of giving a parent accurate, honest and reliable 
information may be all that is required to clear up a 
defensive reaction based on ignorance and misconcep- 
tion. 

In other cases, group counseling with mothers of 
handicapped children can be enormously rewarding in 
terms of improved parental attitudes. If well conducted 
and competently supervised, such group therapy ses- 
sions provide an excellent means for the discharge of 
tensions and for the acquisition of new insights. 

Some workers with handicapped children (fortu- 
nately not many) still resent the time they must devote 
to dealing with so called “problem parents.” These 
workers must come to recognize that the time they 
spend with parents is time well spent indeed. Sarason, 
in speaking of mental deficiency made the following 
statement which could be applied to any handicap: 

“The parent-doctor relationship is frequently of 
more therapeutic value to the child than direct efforts 
with him. The parent who can give up nagging his 
child because of his failures, who can cease setting un- 
realizable goals for him, who can learn to look upon 
his limitations objectively and not personally, who can 
absolve himself of guilt in connection with the child’s 
condition, and who can avoid overprotecting and in- 
dulging his defective child—a parent who can learn to 
do thesé things is creating the kind of atmosphere 
which makes maladjustive, disruptive, and antisocial 
behavior by the child less likely.” 

That worker who can promptly recognize and skill- 
fully treat the emotionally disturbed parent will be able 


“to make the most important contribution to the im- 


provement of the handicapped child. 


A bibliography accompanying this article is available upon re 
quest from the Editorial Office of GP. 
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Physicians are increasingly likely to encounter 

the medical complications of diving—among both professionals 
and sports enthusiasts. The major diving hazards stem 

from the increased pressure on the air within the body with 
increasing depth. Ascent to the surface 

may then be accompanied by overexpansion 

of the air in the lungs—leading to air embolism 

or pneumothorax. Inadequate decompression on ascent may lead 
to the ““bends.”” However, the most common complication, 

by far, is aero-otitis. Proper nasal and otic solutions are 
extremely helpful in prophylaxis and treatment. 


What's New in Diving Medicine 


BY JAMES K. MARTINS, M.D. 


Eleva, Wisconsin 


THE MOST IMPORTANT PHASE of diving and underwater 
medicine is the new concept of the underwater swim- 
mer as a deep-sea worker. The advent of the Hydro- 
Pak and other self-contained breathing units has 
brought new problems in education to the general 
medical men. The public interest in underwater 
swimming and the acceptance of the units by sporting 
groups has caused considerable consternation to pro- 
fessional specialists in diving. Fatalities have occurred 
in civilians through inadequate knowledge of the phy- 
sics involved in accidents occurring with the equipment. 


Physics and Physiology of Diving 


Some basic diving physics must be understood in 
order to explain the accidents that may occur with this 
or any other independent air supply equipment. It will 
be noted from Figure 1 that each 33 feet of depth in- 
creases the pressure on the diver by one atmosphere, 
or 14.7 lb. per square inch. On the right side of the 
illustration, is pictured the effect of descent on the 
lungs of a skin diver with no breathing apparatus. At 
33 feet, the air is compressed to one-half its surface 
volume. At 66 feet, the air is compressed to one-third 
ts volume. This continues to occur as depth is in- 
creased. For this reason, it is rarely possible for a skin 
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diver to go deeper than 110 feet. The lung volume 
would be so compressed that the rib cage would frac- 
ture from the pressure. 

On the left side of Figure 1 is a demonstration of the 
volume of air needed to keep the lungs at normal sur- 
face expansion. At 33 feet, twice the volume is needed, 
at 66 feet, three times the volume is needed. 

Conversely, if the diver loses his air supply or his 
mask, he will have too much air in his lungs to go 
directly to the surface. From 66 to 33 feet, one-third of 
the volume must be exhaled. One-half of the volume 
must be exhaled from 33 feet to the surface. If a diver 
holds his breath and goes to the surface from any 
depth over ten feet, he might rupture his lung because 
of the increased internal pressure. 

Air breathed under pressure increases the amount 
of nitrogen absorbed by the blood. In coming to the 
surface, the nitrogen, which is relatively insoluble, 
comes out in the blood as minute bubbles. This is the 
cause of caisson disease (bends). If a diver remains at 
considerable depths for an extended time, he must 
come to the surface slowly, or be “\decompressed” in a 
recompression chamber to avoid the “bends.” 

The two most dangerous accidents that occur in the 
use of this equipment are air embolism and decompres- 
sion sickness or the “bends.”? However, the most com- 


91 


te 

ie 
n 

1, 

at 

it 

l- 

i- 

4 ; 

le 
le 
a 

n 

d 

of 

te 

n, 
ig 
of 
ts 

is 

in J 
s 

n- 

al 

le 

re- 


mon danger is trauma and infection in the upper res- 
piratory passages and air spaces. The self-contained 
gear allows a man to descend, with practice, to a depth 
exceeding 200 feet. Many daring souls venture to this 
depth without a timing device and a depth gauge. 


“Bends” 


All underwater divers know about the “bends” 
which manifest themselves when inadequate decom- 
pression is given after a deep descent of any consider- 
able duration. All underwater swimmers should have 
on their persons a depth gauge and a waterproof watch 
to maintain a constant check on both time and depth 
(Figure 2). There are maximum times at various depths 
which need no decompression. These times are listed 
in Table 1. 

After 130 feet decompression is necessary, no mat- 
ter what length of time is spent at the depth. Table 2 
shows the time of decompression necessary at the ten- 
foot depth before surfacing after 15 minutes at the 
depth of the dive. 

It must be added that the time at the depth is 
counted from the moment the swimmer leaves the surface 
until he leaves the maximum depth! In addition, if the 
swimmer makes a second deep dive the time involved 
in the first dive must be added to the second dive. For 
example, a dive is made to a depth of 100 feet for 20 
minutes; any subsequent dive to that level in the next 
24 hours cannot take more than five minutes without 
decompression. 

If these strict rules are not adhered to, the danger 
of “bends” is imminent. The swimmer is usually a 
considerable distance from a decompression chamber 
and lack of treatment may cause death or lifelong disa- 
bility. Most experienced underwater swimmers care- 
fully check time and depth with phosphorescent-faced 
gauges that can be seen in the darkness at any depth. 
In addition, they ascend a weighted line with a ten- 
foot marker so that they can get adequate decompres- 
sion at the ten-foot level (Figure 3). 


Air Embolism 


The second great danger in descending to these 
depths is that of air embolism. This disease is very 
quickly fatal and will occur usually as the swimmer 
nears the surface in an unconscious state. When 
breathing with an underwater device, a demand type 
valve supplies such air pressure as is needed for the 
depth at which the swimmer operates. 

When ascending, the air in the lungs expands and 
must be blown off, or the lungs will be unable to in- 
crease in volume to accommodate the gas expansion. 
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The result, if the expanding air is not vented off, is 
rupture of an alveolus into a large or small vessel in 
the lung, thereby allowing air embolism to occur 
(Figure 4). Because the diver is usually in a vertical 
attitude during ascent, cerebral embolism is almost the 


COMPRESSED AIR 


DIVER 


Figure 1. The physics of diving. Drawing showing relationships 
between depth below surface, air pressure and volume of air Tt 
quired to keep lungs expanded. See text for discussion. 
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Is rule, with immediate loss of consciousness and, in the 
in absence of a recompression chamber, rapid death. This 
cur accident can actually occur any time the diver is more 
cal than seven feet under water. It can occur if the indi- 


the vidual loses the mouthpiece, or a mask, or if the de- 


Maximum Time 
Requiring No Decompression 


Dive 
Depth in Feet Minutes 
78 
33 
Decompression Time Necessary 
Before Surfacing After 15 Minutes 
At Depth af Dive 
Time at Necessary 
Depth at Ten-Foot Stop 
(minutes) (minutes) 
15 
15 
15 
15 
66 15 
% 15 
ups 
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mand valve fails, or if the individual becomes fright- 
ened and holds his breath in ascent. The prevention of 
air embolism is remembered by the advice, “When 
coming from depths, to stay hearty and hale—exhale.” 

If the individual loses his mouthpiece, he may be 


Figure 2. Photograph of an underwater swimmer showing depth 
gauge on left wrist and underwater watch on right. 


Figure 3. Photograph showing underwater swimmers pausing at 
ten-foot marker for decompression. 
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able to reach the surface safely if he allows air to escape 
unhindered from his lungs all the way up. Under nor- 
mal conditions the ascent should be made slowly, with 
a stop every ten to 15 feet to exhale and empty the 
lungs. In this way the excess volume is vented off and 
the pressure within the lungs does not exceed that 
which will rupture an alveolus. If an alveolus near the 
surface of the lung is ruptured, pneumothorax will re- 


Figure 4. Mechanism of air embolism. If expanding air is not 
blown off, an alveolus may rupture into a pulmonary blood vessel. 
Since the ascending diver is usually in a vertical position, cerebral 
air embolism is almost always the rule. 


Figure 6. Divers at work. Heavy seas make changes in pressure fre- 
quent and more marked. 
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sult, and if excess air under pressure is expelle«! into 
the chest cavity, subcutaneous emphysema \ ill be 
noted. Both require immediate medical attention. 

The expanding volume of air in the lungs gives in- 
creased amounts of available oxygen and blows off ex- 
cessive amounts of carbon dioxide. Hence, time con- 
sumed in ascent will not be noticed by the underwater 
swimmer. He can ascend from great depths without 


Figure 5. Drawing of cross-section of ear and Eustachian tube. The 
position of the intact drum is dependent on the ability of the under- 
water swimmer to equalize pressure through the Eustachian tube. 
Therefore, the drum can be either bulging or severely retracted to 
the point of rupture. : 


Figure 7. Divers at work. Underwater work in ice water greatly in- 
creases the incidence of upper respiratory complications. 
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great discomfort or inspiratory reflex difficulty, due to 
the expansion of air. 

All physicians should be aware of these accidents if 
they live near bodies of water where diving deeper 
than 25 feet with underwater gear is possible. Re- 
cently, a popular magazine gave details on how to 
build a homemade underwater breathing device. This 
unfortunate publicity could increase the number of 


accidents in this phase of medicine, as youngsters of all 
ages may be having a try at being frogmen. 

The single most common accident in underwater 
swimming is damage to the sinuses and ears encount- 
ered in faulty equalization of pressure in these organs 
(Figure 5). 

The ability of compressed air to rapidly spread 
minor infections in the upper respiratory tract into 


Average Time 
for Duration 
of Treatment 

(Days) 


Acute Catarrhal Rhinitis 
Sinusitis Acute—Maxillary 
Frontal 
Ethmoid 
Posterior Pharyngitis with Inability to ‘Pop’ Ears 


2% 


Total 
Per Cent 


Average Time 
for Reduction 
of Discharge 
(Hours) 


Average Time 
Number for Pain Relief 
of Cases (Hours) 


Otitis Media 

Otitis Externa—acute 

Otitis Externa—chron. 

Ruptured Drum Secondary Infect. 
Otitis Media and Externa—acute 


9 24 
14 24 
16 

1 24 
26 24 
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complicated sinus conditions plagues the underwater 
swimmer. Three significant pathologic conditions fre- 
quently limit the effectiveness of the diver: (1) the 
common cold, with its secondary sinus infection; 
(2) bacterial or “fungus” infections of the external 
canals, and (3) the trauma associated with aero-otitis. 
Any aid in the prevention or treatment of these condi- 
tions would aid in the reduction of lost man-hours 
underwater. 

Many treatments have been applied. I have used a 
variety of nasal packs and the Proetz treatment of sinus 
drainage. The elements of ear treatment have been 
many and varied. All of these methods and their modi- 
fications have met with only moderate success. 

The ideal nasal medication would include: 

1. Antibiotic activity, without sensitization. 

2. Effective long-lasting decongestant vasoconstric- 

tion, without rebound. 

3. A wetting agent which would decrease surface 

tension of the adherent mucus and allow the anti- 
bictic to contact the mucosa. 
A near-acid pH to offset the highly alkaline nasal 
mucosa, so that physiologic ciliary action could 
take place and circulate the antibiotic to the 
sinuses. 

. Antihistaminic effect to offset the early signs of 
allergic congestion exhibited by the nasal mu- 
cosa, with as little side effect as possible. 

The ideal ear medication would include: 

1. A fungistatic agent that would hold down yeast 
growths. 

2. An antibiotic that would not promote the sec- 
ondary growth of yeast and molds. 

3. A wetting agent that would penetrate the dense 
growths often associated with this type of infec- 
tion, and allow the medications to reach the 
areas to be tested. 

Such an ideal nasal and aural agent has been found 
and can be used with great effectiveness as can be 
demonstrated by research work done at the Salvage 
Diving School in Bayonne, N. J. (Figures 6 and 7). 

At about the time we became interested in this prob- 
lem, a series of papers appeared, discussing the use of 
a preparation that seemed to have the desired proper- 
ties. The nasal solution (Biomydrin Nasal Solution) 
was reported to: (a) produce prompt, lasting shrink- 
age of the nasal passages without secondary conges- 
tion; (b) possess definite bactericidal and bacterio- 
static activity toward both gram-negative and gram- 
positive organisms found in sinusitis and other upper 
respiratory tract infections; (c) be of a low index of 
sensitization; and (d) possess anti-allergic activity. 
The otic solution (Biomydrin Otic) was reported to 
have fungicidal activity, and in addition reduced the 
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pain and irritation of external otitis. Both thes« prep- 
arations contain a new penetrating agent, thonzo- 
nium bromide. It was reported that this agent was 
mucolytic and therefore the active antibiotic agents 
were able to reach the site of infection in sufficient con- 
centration to be therapeutically effective. It was de- 
cided to try these preparations for the treatment of 
aero-otitis in diving personnel. 

The nasal solution was available in a plastic spray 
bottle, while the otic solution was available in a plastic 
dropper bottle, thus facilitating self-administration, 
Every patient was seen daily in the office for nasal 
packing, with gauze saturated with the solution. 

Divers without sinusitis involvement were then in- 
structed to spray the solution two to three times in 
each nostril, four to five times a day, while those with 
acute sinusitis were instructed to use the solution 
every half hour for two hours, then every four hours. 

In the more complicated cases with ear involvement, 
a cotton wick saturated with the solution was placed in 
the ear until the infection showed improvement. As in 
the other cases, the patient was then instructed to self- 
administer the ear drops every two to four hours, de- 
pending on the severity of the condition. 

All divers having a cold were treated with the nasal 
solution, as a prophylactic measure, before they were 
permitted to enter the recompression chamber. By 
using the solution in this way and even without steri- 
lizing masks between chamber runs, the spread of 
colds or the development of complications could be 
prevented. Results are tabulated in Tables 3 and 4. 

The problem involved in a fast moving curriculum 
in the diving school with limitations as to time in com- 
pleting diving projects, makes quick recovery essential. 
It has been the finding of the investigators that the use 
of the solutions returned men to their diving duties 
more quickly and with less discomfort. The saving in 
man-hours due to lost time on the projects has been 
reduced. Previously disabling ear infections have been 
controlled and cleared with a minimal amount of disa- 
bility. 

These experiences have importance to the general 
practitioner in the routine treatment of sinus and ear 
conditions. In addition, the basic pathology encount- 
ered in underwater swimmers can be more adequately 
handled by the general practitioner. 


AcKNowLepomEnT: J. J. Schmidling, Chief Hospitalman, aided in 
collecting material. Edgar End, M.D. reread and aided with the 
manuscript. (Biomydrin preparations were furnished by G. W. 
Mast, M.D., Scientific Director, Nepera Chemical Co., Int 
Nepera Park, Yonkers, New York). 


A bibliography accompanying this article is available upon "™ 
quest from the Editorial Office of GP. 
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Office deliveries are a possible alternate to hospital deliveries 
in certain cases in fringe areas, where hospital care 

is less accessible to doctor and patient. By a thorough program 
of prenatal care and preparedness in the office, 

these deliveries combine the convenience of a home delivery 
with the necessary safety factors of the hospital. 

For the mother and child who do not have obstetric difficulties, 
there is a distinct advantage in this type of schedule. 

These thoughts have been borne out in an experience 

with 86 consecutive multiparous deliveries. 


Office Obstetrics in Rural Practice 


Dover, Arkansas 


ONCE UPON A TIME, babies were born at home. And it _ problem, as the nearest hospital was at least ten miles 
was common knowledge that many of these infants away, and for many, 40 to 50 miles. 

were lost at birth or soon after. Medical and hospital For a few years, I continued doing both home and 
services increased in quality and quantity, and it grad- _ hospital deliveries as the case warranted. It became 
ually became apparent that mothers and babies were _ apparent all too soon that the convenience to a mother 
safer with hospital deliveries. Now most mothers ac- _ of a delivery at home was overbalanced many times on 
cept hospitalization as the natural procedure for the __ the doctor’s side by certain disadvantages. Babies were 
birth of their children. delivered in homes by lamplight, flashlight and prac- 

A notable exception to this is found in the more re- _ tically no light. Homes were unevenly heated, rarely 
mote rural areas, where hospitals are inaccessible be- screened and without benefit of modern plumbing. 
cause of location or for economic reasons. Many rural With the help of many a skeptical “granny,” these 
families, who for generations have observed the local mothers were prepared and delivered into a fairly 
custom of home deliveries, are reluctant to accept hos- __ sterile field in bed. 
pital care and will choose a midwife delivery rather 
than undergo the additional trouble and expense of Office Delivery 
prenatal care and hospitalization. 

At the start of my practice, it soon became apparent After chasing back and forth 20 miles between two 
that the accepted procedure for a “granny case” was a _ nearly simultaneous deliveries all one night, I decided 
home delivery. Prenatal care, hospitalization and post- —_ to surmount the objections of the mothers to leaving 
natal visits were exceptional luxuries. Perinatal loss of their homes for delivery, and to improve the efficiency 
babies had occurred several times in most large fami- of my obstetric service. This was:to be accomplished 
lies. by the office delivery. Henceforth, all who could not 

A private campaign was started immediately to have hospital care were to be delivered at the office. 
remedy the situation. Prenatal and postnatal care were This procedure often proves more convenient for 
made requisite, and all who could possibly make it the physician as he is able to take his regular appoint- 
were delivered in the hospital. Distance posed a real _ ments, telephone calls and emergencies, while waiting 
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out the duration of labor. He is thus able to take care 
of his usual duties while making periodic checks on 


the mother’s progress, whereas watching a labor four © 


to six hours at the hospital several times a week 
amounts to loss of a day’s service in the community. 

The procedure of this office technique constitutes 
the subject of this paper. Preparedness is the key to 
uneventful office management. Methods and materials 
are set up for solo performance. The technique does 
not require an anesthetist or an assistant, so the nurse 
on call is rarely needed. Deliveries after office hours 
were attended alone with no difficulty. The patient’s 
family is always at hand to hold the baby afterward, 
and to help take the mother home. 


All of the equipment required for office deliveries 
was already on hand and in use either in the office or 
in the home obstetric kit. 

1. One examination table (Army type), equipped 
with foot stirrups, adjustable at both ends, padded. 
One or two pillows to adjust to individual comfort. No 
restraints are needed. 

2. One foot stool, to aid in getting on and off the 
table. 

3. One Kelly operating cushion. 

4. One large aluminum dishpan, for a catch-basin 
below the Kelly pad. 

5. One sheet, about two square yards, for draping. 

6. One 5-cc. syringe, with 44-inch 25-gauge needle, 
and alcohol sponge. 

7. Usual medications: Demerol 200 mg., Hykinone 
5 mg. and Pitocin 1 ce. 


8. Reserve medications: Demerol, Hykinonc, Pito- 
cin, atropine, scopolamine, epinephrine, Meirazol, 
caffeine sodiobenzoate, oxygen, oxygen-carbo:: diox- 
ide, chloroform, ether, procaine, plasma, intra\ enous 
saline and glucose solutions, Coramine, magiesium 
sulfate. None of these have been required in this series 
of cases. 

9. One large comfortable rocking-chair, tlie best 
spot to rest during a labor, when not walking about. 

10. ‘Iwo delivery kits, kept sterile. One is carried in 
the car, one kept handy to the delivery table. This 
kit is designed and packed so that the doctor may put 
on his sterile gloves, completely drape the patient for 
delivery, and have all necessary instruments laid out 
within reach within 20 seconds. Speed is occasionally 
needed to preserve sterile technique in a fast delivery 
(Figures 1, 2 and 3). The kit is enclosed in double- 
thickness muslin, fastened by a single pin. The flaps 
are unfolded, exposing a stack of six folded yard- 
square drapes, with the wrists of the rubber gloves pro- 
truding from either side of the top fold. The gloves 
have been powdered well enough to slip on easily and 
are the correct size. The drapes are then placed, one 
over each leg, one under the hips, and two over the 
abdomen. One towel is then left to use in the Ritgen’s 
maneuver. Under it, exposed by lifting a folded flap, 
lie the essential instruments. These include a urethral 
catheter, a large handful of gauze squares, two ten- 
inch lengths of umbilical tape, a rubber aspiration 
bulb, round and cutting needles, 000 black silk su- 
tures, scissors, tissue forceps, several hemostatic for- 
ceps, Bard-Parker knife and extra blade. Extra sterile 
instruments, sutures, towels and gloves are kept on 
hand in separate containers in case they are needed. 


Figure 2. As the hit is unfolded, a stack of drapes and the rubber 
gloves come into view. 


Figure 1. The folded delivery kit is fastened with a single pin. 
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11. Supplies the mother brings with her. These in- 
dude an extra change of gown, a box of perineal pads, 
baby oil and baby clothes—shirt, gown, band, six 
diapers, pins and blankets. The baby’s things are ar- 
ranged for his reception during labor (Figure 4). Sev- 
eral blankets are spread out on a nearby table for pad- 
ding. On these are spread out three diapers, the first 
to clean the baby on, the next to weigh him on, and 
the last to serve as a liner for the blankets. Cotton and 
oil are set handy for cleaning the skin. Clothing is 
folded in a stack with band on top, then diapers, shirt 
and gown in that order. Some mothers go home in an 
ambulance, but many return in the back seat of the 
family car, and may need to bring pillows and quilts 
or blankets for the ride home. 


Prerequisites 


Experience with all types of maternity cases soon 
proved that definite criteria must be set up to deter- 
mine who should have an office delivery and who 
should be sent on to the hospital. To plan on an office 
delivery the mother should: 

1. Have had previous normal delivery. Primiparous 
patients require longer attention and more nursing 
care during labor. They are more apt to come up with 
unexpected complications, and less apt to be coopera- 
tive while under the influence of Demerol. They al- 
most always have plenty of time to make it to the 
hospital. 

2. Have regular prenatal care. Visits should start 
by the third or fourth month and continue every 
fourth week until the last month, then biweekly. These 
check-ups serve a twofold purpose. Routine examina- 


tions show up the forewarnings of most complications 
so that they can either be prevented or prepared for. 
They enable the physician to know the patient’s per- 
sonality and mental attitudes better—an invaluable as- 
set later on. She becomes used to the doctor, good 
friends with the nurse-assistant, and familiar with the 
sights and smells of the examining-delivery room. It 
no longer holds the connotation of fear and strange- 
ness that the hospital may have for her. 

3. Have adequate help available at home. Since 
these patients must return home within a few hours 
after delivery, there must be some capable person on 
hand to take care of the other small children, run the 
household, and feed the family. This is usually a grand- 
mother, but even fathers can do a creditable job at 
times. If the mother can be relieved of not only the 
work of the home, but some of the worry for a few 
weeks, she can do a more contented job of nursing and 
caring for the newborn. 

4. Have a normal prenatal course. Impending ab- 
normal presentation, toxemia, extreme obesity, mul- 
tiple birth, abnormal bleeding or lack of adequate per- 
sonality adjustment would certainly be an indication 
for a hospital delivery. 


Production Direction 


Having a baby is the mother’s production. She alone 
stars in this important role and deserves and needs 
the credit for it. The doctor’s place is as a director, a 
reservoir of experience and knowledge, to point ovt 
the easiest and safest methods, and to help the natural 
processes of birth. 

Direction begins with the first prenatal visit, by edu- 


Figure 3. ( nderneath the drapes are the essential instruments. 
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Figure 4. The baby’s things are brought by the mother and are laid 
out before delivery. 


99 


1S 
m 
st 
n 
is 
it 
it 
IS 
‘ 
)- 
d 
al 
n 
A 
4 
le 
| 
6 7 


cating the mother. Superstitions and delusions must 
be corrected. Various fables the mother has heard and 
worried about must be explained away. All her ques- 
tions must be answered. She is to be forewarned about 
all the usual incidents of her pregnancy. The onset of 
labor is discussed and there will be little doubt in her 
mind as to the proper time to report in. 

During the last trimester the mechanism of labor 
may be discussed, paying particular attention to the 
active part that the mother will play to help herself, 
relaxation of perineal muscles, and resting “‘all over” 
between contractions. Colloquial terms such as “‘com- 
ing sick” and “labor pains” are replaced by the more 
proper “beginning of labor” and “contractions” in the 
conversation. 

The mechanism of effacement and dilatation is 
quickly appreciated by the mother who wonders “how 
it ever gets out” and when to “bear down and push,” 
when a simple demonstration is shown by slowly push- 
ing the fist through a section of tubular gauze. She 
must understand without fear that she must help the 
infant to be born and that it does not need to be 
“taken” from her. 

These mothers enter labor with a sense of relief that 
the waiting is over and with an eagerness to get on 
with the job, not with dread and fear. Their attitude 
engenders cooperation and helps them to relax, mak- 
ing for more comfortable and less complicated and 
lengthy deliveries. 

Induction of labor is never attempted as an office 
procedure. Reassured that relief from pain is forth- 
coming, most mothers receive their first dose of 
Demerol during the last half of dilatation. Hykinone, 
5 mg., is always combined with this first dose. Another 
dose of an analgesic is usually given about 15 minutes 
before delivery. 

Pushing, or “bearing down” is reserved until the 
cervix is fully dilated. The mother is encouraged to 
sit up and walk about until this stage is reached, add- 
ing the gentle force of gravity to her own efforts. 
When fully dilated, she is helped onto the delivery 
table and further instructed as to where to hold her 
hands and encouraged to bear down with each con- 
traction, resting between times. 

A careful cleansing of all areas within a yard of the 
perineum is done at this time. Then the perineum is 
painted with an antiseptic solution. These patients are 
not shaved, and only a few require a little clipping of 
hair, because the natural eversion of the labia effec- 
tively covers the hairy areas. The subsequent discomfort 
and the minor abrasions incident to shaving the vulva 
are not worth the questionable improvement in tech- 
nique in a patient who is not going to require any 
surgical repair. 
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After the mother is prepared and draped, the fren. 
ulum pudendi is carefully stretched by exerting con- 
siderable slow steady pressure downward with iwo or 
three fingers. This is kept up until crowning and no 
doubt prevents many lacerations by avoiding too rapid 
a distention of these tissues. The head is then deliy- 
ered by a careful Ritgen’s maneuver, rotated, and the 
trunk expelled. 

The infant emerges crying lustily and a small rub- 
ber bulb syringe is used to remove the excess of mucus 
from the mouth and nares. It is then placed on the 
mother’s abdomen, the cord tied securely in two 
places, clamped and cut. A gauze bandage is placed 
over the umbilicus, and the infant is then cleansed 
with oil, weighed and dressed. Penicillin ophthalmic 
ointment is used in the baby’s eyes. 

One cc. of Pitocin is given intramuscularly to the 
mother, and the placenta and membranes are expressed 
as they are released, waiting if necessary, 20 minutes 
or so. The placenta is inspected carefully to make sure 
it is intact. The uterus is gently massaged until quite 
firm. A little cleaning up and a perineal pad complete 
the delivery. The mother remains on the table, which is 
adjusted to her comfort, until ready to go home. For 
several hours the uterus is checked every 20 minutes 
for relaxation and flow, and the baby is watched and 
warmed. If all goes well, they are then ready to return 
home for some well-deserved rest. 

Instructions are given to start the baby to the breast 
about ten hours after birth, feed when hungry and 
clean when dirty. The cord bandage is to be left in 
place until it loosens and comes off with the dried 
stump in about a week or less. The baby is to be 
bathed in oil alone for the first two weeks, except the 
umbilicus, which is to be kept dry with powder. 

All the mothers are persuaded to breast-feed their 
babies, and though some protest beforehand, none 
have misgivings after they have started this natural 
process. Those with insufficient milk are given a sup- 
plementary formula to fill out the feedings. Not only 
is the baby healthier and happier with this procedure, 
but the mother has better uterine tonus and involu- 
tion. She has been instructed to call the doctor in case 
of any question or worry that may arise. She is to watch 
particularly for any increase in flow or temperature. 

Most mothers begin to sit up in bed the first or sec- 
ond day, gradually increasing time up until they are 
walking about the house on the fourth day. 

Postnatal visits are scheduled at two weeks to check 
on the progress of mother and child. Circumcisions, if 
necessary, are done at this time. At the six-week 
postnatal visit, the cervix is inspected for possible 
erosion, and the infant is started on his diphtheria- 
pertussis-tetanus immunization. 
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Results 


Eighty six consecutive office deliveries have been 
done on multiparous women. Their ages ranged from 
17 to 40. They had had from one to seven previous 
children. Prenatal visits numbered from one to 15, 
averaging 7.5 for the group. Each had two postnatal 
visits. 

As a matter of interest, the dates of delivery were 
compared with the predicted dates of confinement. 
Only two in the series came on the due date. Of the 
remainder, 42 delivered an average of 7.8 days early, 
and 42 delivered an average of 7.7 days late. 

There were no deaths. Fetal complications included 
one case each of twins, full breech, footling breech, 
premature infant (four pounds), and clubfoot and 


hand. All of these were healthy infants and developed 
normally. The case of bilateral clubfoot and hand was 
referred to a pediatric orthopedist for corrective ther- 
apy. 

There were only three types of maternal complica- 
tions in this series. Second-degree laceration of the 
perineum requiring sutures occurred in two cases, and 
healed promptly. One mother had mastitis in one 
breast, promptly controlled with the aid of antibiotics. 
She continued to breast-feed her infant after this was 
cleared up. Two of the mothers were given excessive 
doses of castor oil by overzealous grandmothers upon 
their return home and were temporarily inconven- 
ienced. Instructions regarding the taking of laxatives 
during the postnatal period have since been made 
more specific. 


When Are Babies Born? 


In an analysis of 33,215 births, reported in Science for 
June 1, 1956, King disclosed that there is a statistically 
significant peak for deliveries in the morning hours. To 
which all grandmothers will probably reply, ‘This is news 


ta somebody ?” 


12 
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The differential diagnosis of brain tumor can be difficult ind: «d. 
Since more than half of patients with intracranial tumors 

can be cured or substantially helped, early recognition 

of this disease is essential. A common pitfall is the diagnosis 


of an intracranial tumor as psychoneurosis. 

Careful neurologic examination will help prevent this type of error. 
Cerebral tumor may mimic other diseases— 

for example, general paresis or epilepsy. On the other hand, 

a host of diseases may simulate brain tumor. Of the special 
techniques, electroencephalography is the most valuable 


as an early screening procedure for brain tumor. 


Diagnosis of Brain Tumors 


BY GEORGE N. THOMPSON, M.D. 
Los Angeles, California 


THE DIAGNOsIs of brain tumor is received with horror ~ 


by most patients. However, nearly half of patients with 
brain tumors may be benefited by operation, cured, or 
at least assured years of useful life. The percentage 
of cure is increasing with improved diagnostic methods 
leading to the early recognition of intracranial neo- 
plasms. These techniques are: excellent diagnostic 
acumen on the part of the physician, recognition of the 
need for referral to the neurologist for evaluation, and 
the highly specialized procedures of electroencephal- 
ography, pneumoencephalography, ventriculography, 
cerebral angiography, visual field studies and other 
techniques. 

One of the pitfalls of modern-day psychiatric prac- 
tice is the failure to perform adequate neurologic exam- 
inations. A famous writer is dead because the psychi- 
atric treatment for his headaches was recognized too 
late as. being insufficient. A subsequent neurologic ex- 
amination revealed an inoperable brain tumor. The 
axiom of biologic psychiatry is that the patient must be 
evaluated as a whole. This should include thorough 
neurologic examination. 

Harvey Cushing stated that the greatest tragedy in 
medicine is to diagnose hysteria as a brain tumor or a 
brain tumor as hysteria. Yet, more and more, psycho- 
logic medicine without adequate neurologic and psy- 


102 


chiatric supervision is being practiced, with great risk 
to the patient. Also, /ess rather than more neurologic 
training is being given to the young physician planning 
to specialize in psychiatry. Neurology is sometimes re- 
ferred to as a dying specialty. If it dies, so must many 
patients. 

A brain tumor can produce a syndrome identical 
with that caused by many other disorders. A convul- 
sion, occurring for the first time in a person past the 
age of 40, must be considered to be due to a brain 
tumor until this diagnosis is excluded. 

The patient with a brain tumor is frequently seen 
first by the general practitioner, internist or psychia- 
trist. He is then usually referred either to the neurolo- 
gist and then the neurosurgeon, or directly to the 
neurosurgeon (occasionally to the radiologist) for 
treatment. 


Classification of Intracranial Tumors 


Intracranial tumors may be classified as gliomas, 


_ pituitary adenomas, meningiomas, acoustic tumors, 


congenital tumors, metastatic and invasive tumors, 
granulomatous tumors, blood-vessel tumors, primary 
sarcomas, papillomas of the choroid plexus, and mis- 
cellaneous tumors. 
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Aclassification modified from Cushing is shown below. 


I. Glomas. 

Astrocytomas: cerebellar and cerebral. 

Multiform glioblastomas. 

Meduloblastomas: cerebellar and cerebral. 

Astroblastomas. 

Polar spongioblastomas. 

Oligodendrogliomas. 

Ependymomas: cerebellar and cerebral. 

Pinealomas. 

Ganglioneuroma and neuroeprthelioma. 

Il. Pituitary adenomas. 

III. Meningiomas. 

IV. Acoustic tumors. 

V. Congenital tumors. 
A 
B. 
C 


mo 


. Craniopharyngiomas. 

. Cholesteatomas. 

. Teratomas. 

D. Chordomas. 
I. Metastatic and invasive tumors. 

VII. Granulomatous tumors. 

VIII. Blood-vessel tumors. 

IX. Primary sarcomas. 

X.  Papillomas of choroid plexus. 

XI. Cysts. 

XII. Cranial tumors involving brain. 

XIII. Primary brain tumors unclassified. 

Intracranial tumors may arise from any intracranial 
structure, for example, pontine tumors, pineal tumors 
and tumors of the Gasserian ganglion. They may be 
malignant, benign, primary or metastatic. 


Diagnosis and Differential Diagnosis 


Probably the greatest problems are the diagnosis 
and differential diagnosis between brain tumors and 
simulating diseases. Some of these are cerebral arterio- 
sclerosis, encephalitis, brain abscess, meningitis in- 
cluding tuberculous meningitis, other infections of the 
brain, sinus disease, diabetes mellitus, uremia, multiple 
sclerosis and disseminated encephalomyelitis, cerebral 
syphilis, aneurysm of the internal carotid artery, pel- 
lagra, polycythemia, severe anemia, and of course, 
retropharyngeal tumors and metastatic tumors. Other 
conditions may cause problems in differential diag- 
nosis. Among the unusual ones are migraine, the early 
symptoms of schizophrenia, essential hypertension, 
slow cerebral thrombosis, and any psychoneurosis, 
mental disorder or behavior disturbance. 


Diagnosis 


The «/:agnosis of intracranial tumor is made by the 
sympto''s and signs of increased intracranial pressure, 
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Figure 1. Sections of right cerebral hemisphere. The localization of 
the circumscribed abscess in the post-central convolution appears in 
1a (top) and 1b (center). Figure te (bottom) without lesion, is of a 
section made approximately 1 cm. caudal to the preceding section and 
demonstrates the limited extent of the abscess. 
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Figure 2a (top) and b (bottom). Opercular location of meningioma 
"on plaque.” 


and by focal signs and symptoms. The triad of head- 
ache, bradycardia and choked disc helps little since 
these occur late in the course of the tumor’s growth. 
From the neurologic standpoint, the signs of severely 
increased intracranial pressure are headache; choked 
disc, either unilateral or bilateral; vomiting; frequently 
unilateral sixth nerve paralysis; vertigo and dizziness; 
respiratory disturbances; convulsions; retardation of 
mental functions; stupor or coma; bradycardia; and 
occasionally increased blood pressure, depending upon 
the location of the lesion. 

The focal findings and symptoms are almost un- 
limited in number. Tumors of the frontal lobes may 
result in changes in personality, memory disturbances 
and emotional changes. There may be unilateral or 
bilateral facial weakness, changes in the optic fundus, 
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and alterations of the visual fields. The reflex. s are 
usually altered, occasionally a unilateral tremo, may 
be found, and there may be diminution of the s« :ise of 
smell. Speech disturbances and convulsions may \\ccur, 

Parietal lobe tumors may produce nominal aphasic 
defects and apraxia. Tumors of the temporal lobes, oc- 
cipital lobes, third ventricle or subcortical and basal 
ganglia lesions produce signs depending upon the lo- 
cation of the neoplasm. Tumors of the cerebellum may 
produce ataxia, adiadokokinesis, nystagmus, cranial 
nerve paralysis, disturbances in equilibrium, loss of 
hearing and many other focal signs. “The localizing 
symptoms first to appear are of the greatest importance in 
attempting to determine the situation of the tumor.” 
(Courville.) 

Of all neurologic symptoms one of the first that is 
encountered frequently, particularly in the case of a 
rapidly growing neoplasm, is a convulsion. 


DIFFERENTIAL DIAGNOSIS 


The differential diagnosis of intracranial tumor is 
the most important problem for the clinician. Intra- 
cranial tumor is one of the most frequently missed of 
diagnoses (when the tumor is early or small) in clinical 
medicine. Extremely difficult diagnostic problems arise, 
and one of the most common mistakes is to diagnose 
an intracranial tumor as a functional disorder of the 
nervous system or as a psychoneurosis. 


Other Conditions Simulating Cerebral Tumor 


HYPERTENSIVE ENCEPHALOPATHY 


Case 1. A 45-year-old man had been studied by his 
family physician, had been referred to an internist, and 
had finally been sent for neurologic examination, all 
because of extreme headache similar to that produced 
by intracranial tumor. This patient had many examina- 
tions, including pneumoencephalogram, electroen- 
cephalogram, and almost all related procedures except 
a ventricle study. The final diagnosis was hypertensive 
encephalopathy. 

This was a complex case. Of course, one cannot say 
that five years from now this patient may not reveal 
an intracranial tumor that has been at work all of this 
time, but at this point it cannot be demonstrated. 


SCHIZOPHRENIA 


Another diagnostic problem is that of some cases of 
early schizophrenia. This does not appear in most 
medical writings on the subject, but schizophrenic pa- 
tients, in the interim between the schizoid personality 
and the development of frank schizophrenia often ex- 
perience severe, peculiar headaches that simulate those 
accompanying intracranial tumors. 
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Case 2. A recent patient was a 30-year-old woman 
whose sister suffers with severe paranoid schizophrenia. 
This patient’s presenting symptom was headache which 
simulated that caused by intracranial tumor. She was 
studied thoroughly neurologically, including pneumo- 
encephalographic and electroencephalographic studies. 
All proved negative and the headaches persisted. 


Brain ABSCESS 


Although a brain abscess or an intracerebral tumor 
may be present for a considerable time without giving 
symptoms, a prolonged asymptomatic course is more 
common in brain abscess. Many brain abscesses are 
latent for an exceedingly long period. One symptom 
of a brain abscess is elevation of temperature with a 
slowing of the pulse rate. Leukocytosis is usually ab- 
sent. A previous history of infection will help in the 
diagnosis. The usual locations of brain abscesses are 
in the temporal lobe over the roof of the attic (exten- 
sion from middle ear or mastoid infections) and the 
lateral cerebellar lobe (extension backward from mas- 
toid infection). 

The following case of chronic abscess of the post- 
central convolution was a diagnostic problem for five 
years. The illness was considered to be “functional” 
by some observers, until complicating hemorrhage 
adjacent to the lesion assisted in clarifying the diagnosis. 

Case 3. The patient suffered with dysesthesias and 
paresthesias for five years. She also had hypertensive 
and arteriosclerotic heart disease with auricular fibril- 
lation. The sudden onset of Jacksonian epilepsy on the 
left side aroused the suspicion of an intracerebral le- 
sion. On examination there was left hypesthesia and 
hemiparesis. This patient described paresthesias in 
the entire left lower extremity and the left side of the 
trunk as high as the breast. There were sensations of 
burning, coldness, and numbness in the left lower ex- 
tremity. The left side of the trunk was hypersensitive 
to touch up to the nipple line. This was described as 
“painful flesh.” It did not involve the face, upper 
extremity or lower extremity. She complained of in- 
ability to differentiate hot and cold with the left foot. 
The history revealed at least 13 induced abortions. 

The patient was admitted to the hospital after ob- 
servers stated that her left upper extremity and the 
left side of her face suddenly began twitching and that 
she had become semistuporous for about four hours. 
On examination following admission, she responded 
(0 questions sluggishly. It was learned that the onset 
of her seizure had been without aura, but had been 
accompanied by pain in the involved parts, her face 
and upper extremity. The left pupil was slightly larger 
than the sight; both were constricted and reacted very 
slightly io light. There was left hemiparesis, most 
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Figure 3a (top). The tumor is shown loosely attached to the cortex 
with an erosion to the surface of the brain. b (center). The tumor is 
shown in situ surrounded by a large cyst which does not communi- 
cate with the ventricular system. ¢ (bottom). Section through the mid- 
portion of the tumor shows its granular character with hemorrhage 
in its midportion. 
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Figure 4a (top). Section of brain parallel to pyramidal tract dis- 
closing a tuberculoma in pons and extending into mesencephalon on 
this side. This does not extend into the hypothalamus but does reach 
up to substantia nigra of midbrain. b (bottom). Section made some- 
what further posteriorly in pons. Brachium pontis is practically 
severed, 


marked in the upper extremity, but deep reflexes were 
normal and bilaterally equal. Occasional twitching 
movements of the left side of the face and of the left 
upper extremity were noted. There was hypesthesia 
of the left upper extremity and face and a left hemihy- 
peresthesia involving the trunk up to the level of 
the fourth thoracic segment but not involving the ex- 
tremities. There were bilateral Babinski signs. Spinal 
fluid was colorless and clear, pressure 50 cm. of water. 
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Pandy, Wassermann and Kahn tests were neyative; 
colloidal benzoin test revealed no abnormalitics but 
there were 25 lymphocytes per mm. The diagnostic 
impression was probable cerebral embolism involving a 
cortical branch of the right middle cerebral artery. The 
patient improved for several days but on the ninth 
day after admission she had a convulsion and died, 
with a terminal hyperthermia of 104° F. 

After preservation for two weeks in formaldehyde 
solution, the brain was sectioned. In the superior 
parietal lobule of the right cerebral hemisphere, on a 
section horizontal to a base line passing through Wer- 
nicke’s areas and Broca’s convolutions, was found a 
small abscess of long standing surrounded by a recent 
small hemorrhage (Figures la, 1b, Ic). This lesion had 
destroyed the circulation in the post-central con- 
volution. 


CortTIcAL ATROPHY 


Case 4. A patient with criminal tendencies was 
thought to have a brain tumor. He had variable and 
changing neurologic signs. He had committed a mur- 
der, had escaped from prison, and when apprehended 
was studied psychiatrically. A paranoid psychosis was 
apparent, and the neurologic signs were similar to 
those of a cerebral tumor. However, there were no 
signs of increased intracranial pressure. Pneumoen- 
cephalography showed only cortical atrophy. After the 
studies were performed, the patient’s mental condition 
improved tremendously, and the paranoid psychosis 
disappeared. 

The only explanation considered likely was that 
arachnoidal adhesions had been displaced by the in- 
jected air, thereby producing an increase in blood flow 
and improvement in cerebral function. 


Cerebral Tumor Simulating Other Conditions 


MENINGIOMA EN PLAQUE—PaRESIS—ALCOHOLISM 


Case 5. A 50-year-old man demonstrated the clinical 
picture of general paresis. He was elated and grandiose, 
had expansive delusions, and was severely alcoholic. 
He came to attention as an alcoholic patient, and on 
first examination nothing was suspected but alcoholism. 
He was so intoxicated and disturbed that the fundi 
could not be studied when he was admitted. The clini- 
cal picture was that of disturbance of memory, defects 
of judgment, impairment of the intellectual resources, 
and the remainder of the clinical picture of general 
paresis, including euphoria. Spinal fluid and blood 
Wassermann examinations showed no abnormalities. 
This patient was seen before the advent of penicillin, 
so he had not had antibiotic treatment. As his alco- 
holism cleared, the clinical picture remained that of 
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general paresis and he had a sudden convulsion. At 
first this was thought to have been an alcoholic con- 
vulsion, but at this time the fundi were examined and 
showed advanced choking of the discs. He was rushed 
from the sanitarium to the hospital but died en route. 
At autopsy there was found a large frontal lobe menin- 
gioma which had barely eroded through the skull 
(Figure 2a and 2b). 

This case demonstrates an axiom in diagnosis. When 
an alcoholic patient has a convulsion, brain tumor 
should be considered. The patient may have been 
drinking because he had a brain tumor. 


Epmersy INCIDENT TO PROTOPLASMIC ASTROCYTOMA 


Case 6. A 12-year-old boy came with a history of 
treatment for epilepsy for four years. When he entered 
the reception room he had an adversive seizure, that is, 
the head, neck and trunk twisted to one side. There 
were severely choked discs, focal neurologic signs, and 
everything required to make a diagnosis of intracranial 
neoplasm. He was taken to the hospital immediately, 
and while preparations were being made for an arterio- 
gram he died. 

At autopsy, the base of the brain showed marked en- 
largement of the left temporal lobe. There was great 
cystic enlargement of the lateral ventricle, and extreme 
thinning of the cortex. (The boy had been of average 
intelligence, showing how little brain is required for 
basic mental function.) There was hemorrhage in the 
center of the tumor (Figure 3a, 3b, and 3c). 

This case illustrates an extremely important point 
that must be kept in mind during the treatment of 
epileptic patients, namely, that repeated neurologic 
examinations must be done. 

The tragic situation is that this 12-year-old boy 
could have been saved had he been seen earlier. His 
tumor was quite operable. 


TuBERCULOMA OF Pons 


Other intracranial masses may simulate cerebral neo- 
plasm:. An intracranial lesion which was thought to 
be a neoplasm proved to be a tuberculoma of the pons. 

Case 7. This patient had the syndrome which in- 
cluded, but was more than, the pontile syndrome of 
Raymond-Cestan (Figures 4a and 4b). The correct 
diagnosis was made before death, with the patient living 
for a year and a half in the hospital. 


Figure 5 (a! right). Glioma of left posterior half of cerebral cortex. 
Patient had convulsion first thought due to alcoholism. Electro- 
encephalogram made January, 1952, showed disorganization in 
left occipit.iemporal region. After a second convulsion in May, 
1952, EEG showed high, slow waves on the left side, indicating 
further extension of the lesion. Glioma revealed at surgery. 
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Figure 6. Disorganization in the left occipital region due to menin- 
gioma, Ten months after surgery, the electroencephalogram shows 
improvement although with still some slowing of alpha rhythm on 
the left. 
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Figure 7. Suppression on the left side due to subdural hematoms. 
Five months after surgery, electroencephalogram shows vmprow- 


ment. 
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Electroencephalography and Brain Tumors 


The following cases demonstrate the importance of 
the electroencephalogram in suspected cases of intra- 
cranial neoplasm. 

Case 8. In January, 1952, the electroencephalogram 
shown in Figure 5 revealed disorganization in the left 
occipitotemporal region. The patient had a convulsion 
for which alcoholism was blamed. In May, 1952, 
another convulsion occurred. A second electroencepha- 
logram showed high slow waves on the left side, in- 
dicating a further extension of the lesion. Surgery 
revealed a glioma in the left posterior half of the 
cerebral cortex. 

Case 9. The electroencephalogram shown in Figure 
6 revealed disorganization in the left occipital region. 
The patient had a right homonomous hemianopia. Sur- 
gery revealed a meningioma. Ten months after surgery, 
the electroencephalogram showing improvement still 
demonstrated some slowing of the alpha rhythm on the 
left. 

Case 10. Figure 7 shows an electroencephalogram 
made March 26, 1948, which revealed suppression on 
the left side. This pattern may be found in cerebral 
tumor. Subdural hematoma was found at surgery, 
and an electroencephalogram made on August 28, 
1948 showed improvement. 

Case 11. In the tracing shown in Figure 8, high slow 
delta waves are most outstanding in the right fronto- 
temporal region. This patient had a large glioma with 
hemorrhage into the center of the tumor. The hemor- 
thage may have been responsible for the increase in 
intracranial pressure which caused diffuse slowing of 
alpha rhythm with most slow waves in the right fronto- 
temporal area. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


1 sec. Iso0uv. 
—— * 


Figure 8. Glioma of right frontotemporal regions producing high 
slow waves. Increased intracranial pressure produced some diffuse 
slowing of alpha rhythm. 


Radiation Protection 


IN EVERY HEALTH DEPARTMENT worthy of the name there is 
the nucleus of a radiological health team. A physician can be 
made available from tuberculosis control where chest x-ray 
procedures are part of his armamentarium, or from cancer 
control where there is familiarity with therapeutic radia- 
Hon, or from occupational health, which has as its founda- 
tion stone the concept of threshold limits. An industrial 
hygiene cngineer or a sanitary engineer from environ- 
mental snitation will soon learn to handle radiocontamina- 
fon as «ne more factor in the work room or community 
environ'<nt. Short training courses, especially those con- 


GP December 1956 


ducted by the Public Health Service, will be of tremendous 
assistance in bringing the radiation team to top efficiency. 
The operating budget for this activity has already been 
described and is so modest that it should be easily realized. 

It would be to the advantage of the public health or- 
ganization to have a register of qualified consultants or an 
advisory committee for planning and increasing the scope 
of activities. It has been our experience that university 
professors of physics, competent radiologists, and radia- 
tion specialists from industry are more than willing to make 
a contribution to the health and welfare of their community. 
—MiruaM Sacus, M.D. and RicHarD SULLIVAN, M.P.H., Am. 
J. Pub, Health, 46:575, 1956. 
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The weight charts of obese patients participating 

in “Operation SHRINK!”? were mounted on a wallboard 
placed by the office scales. They plotted their own 

“lines of performance’’ alongside their “‘lines of incentive,” 
or planned reduction schedule. Without actually meeting 
other participants, they compared their losses. 

The competitive attitude which arose spontaneously 

led to a high percentage of successful weight losers. 


Group Therapy for Obesity—Without the Group 


BY B. WHEELER JENKINS, M.D. 
Philadelphia, Pennsylvania 


RECENTLY, a survey was made of the weights of 500 
consecutive patients who came into my office, regard- 
less of the reasons for their visits. This survey showed 
that the magazines and newspapers are correct in their 
assertions that overweight is a common problem. The 
survey helped me to devise the method of treatment 
described herein. 

The physician may openly discuss weight with the 
grossly obese patient. But if the patient is in between 
—say 15 to 30 pounds overweight—the subject may 
not come up at all. The physician is reluctant to men- 
tion it, perhaps because he fears that the patient might 
get testy, perhaps because he is unsure that he can 
help him anyway. The patient may be aware of his 
weight as a health handicap. But he does not openly 
seek help, for there is a fatalistm about obesity not 
unlike the fatalism that keeps people from seeking help 
when they notice what may be the premonitory signs 
of cancer. Besides, the obese patient feels certain from 
past experience that reducing is a lonely business, 
something that he must do alone—or not at all. 

And so, the patient approaches his or her problem 
alone. Television, radio, magazine and newspaper ad- 
vertising lure him to the drugstore or supermarket and 
a course of self-treatment. He chooses one of the pro- 
prietary ‘‘reducers”—vitamin-mineral supplements 
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that are actually placebo medications—or an over-the- 
counter preparation including methylcellulose, to fill 
his stomach with bulk. The suggested regimen often 
requires as many as six daily doses, complicated by 
accompanying fluids. All too frequently the result of 
such efforts is failure, eventual, if not from the outset. 
One failure often weakens his faith in all medications. 
His distrust is then carried over to the physician in 
subsequent efforts to reduce. 

The solution to the problem of restoring the phy- 
sician to a position of confidence lies in group therapy. 
But the usual type of group therapy is not a practical 
solution for the general practitioner. What was needed, 
I thought, was a method that would bring the patients 
together figuratively, and that would thereby let them 
compete with one another and learn from one another 
without ever actually meeting. 


The Method 


A large sheet of wallboard was placed directly be- 
side the scales in my office. Several graphs of the kind 
commonly used in weight reduction programs were 
affixed to this board (Figure 2). The initial graphs 
showed the progress in reduction of patients treated 
successfully before the start of this study. 
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Soon these “‘pre-study” graphs were joined by 
others. At some point during the interview with a 
moderately or grossly overweight patient, I would ask 
him to step upon the scales, no matter what his pre- 
senting symptoms. His curiosity would be aroused by 
the chart that stared him in the face, and the large red 
“SHRINK!” lettered at the top of the wallboard 
usually caused him to express his curiosity (Figure 1.). 
He was then told that this was a way of joining others 
in an attempt to lose weight. 

When a patient agreed to participate, depending 
upon his degree of obesity, I calculated a weight to 
which he could sensibly reduce during the first eight 
weeks. He was then helped to fill out a graph with his 
initials (no names were revealed), the date, his starting 
weight, and his incentive line (dotted), drawn through 
graduated reductions at two-week intervals. 

The patient’s dotted line gave him something to 
shoot at, and did so visibly. As the weeks passed, his 
actual weight was recorded with a solid line. Often he 
consciously or unconsciously picked a suitable op- 
ponent from the growing number of graphs mounted 
on the board. While the study was in progress, the 
graphs were grouped according to relative weights, so 
that each patient found graphs for similar patients ad- 
jacent to his own. 

An earlier study of patients’ faithlessness had con- 
vinced me that multiple-dose courses of medication are 
often impracticable. Therefore, the standard medica- 
tion for the program was one 15-mg. sustained-release 
capsule of dextro-amphetamine sulfate. The standard 
diet was 1,000 calories a day, which made it possible 
for the patient to lose approximately two pounds a 
week and thereby have his actual weight loss equal his 
predicted loss. At the end of the first visit, the patient’s 
blood pressure and presenting symptoms were recorded 
(which often suggested overweight asa causative factor). 
All in all, 87 patients, both adults and children, en- 
rolled. Males were outnumbered in a four to one ratio 
by females, more than half of whom were between the 
ages of 40 and 60. 


The Results 


Sixty-seven patients (77 per cent) followed the pro- 
gram through at least one return visit, and 37 (43 per 
cent) completed a first eight-week course. Thirty-one 
of them (36 per cent) showed enough determination to 
begin a second eight-week course. Ten (11 per cent), 
mcludiny some of the most successful participants, 
entered » third course. On the other hand, 20 patients 
(23 per cent) failed to return for a weight check. 

Of the 67 participants, 22 (33 per cent) recorded 
larger re:iuctions than had been set for them; their 
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Figure 1. Weight records could hardly escape the patients’ notice. 
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Figure 2. Representative records in “Operation SHRINK.’’ 


solid lines of performance slanted downward more 
steeply than their dotted lines of incentive. Nine pa- 
tients (13 per cent) matched their planned reductions 
almost exactly. The best reduction in the series was 
made in this group: one patient actually lost 57 
pounds. Among the 36 remaining participants, ten 
recorded reductions of 25 pounds or more. Seven of 
these patients missed their mark by only three pounds 
or less. Even including two patients who gained weight, 
the average loss among the 67 was 16.2 pounds. 

As of this writing, “Operation SHRINK!” con- 
tinues for some of its most determined members. Some 
who set out to lose 50 pounds or more reduced 25 or 
30, then reached what they hope will be only a tem- 
porary plateau. Many patients gave their regimens long 
and valiant battle; others obviously set limited goals, 
for their weights leveled off after they had dropped, for 
example, 10 pounds. Those who were convinced that 
they had a serious problem but could do something 
about it improved in attitude during the program. 

One of the most encouraging reductions, which 
served as a spur to other participants, was that of a 
57-year-old truck driver. He weighed 235 pounds, and 
his ideal weight was 180. This man followed a 16-week 
program on the standard diet and medication and con- 
tinues to report for occasional conferences. Shedding 
57 pounds, the largest reduction in the program, he 
achieved his ideal weight. His improvement in outlook 
and physical well-being actually exceeded that in 
appearance. 

Among the children, K.V.S., a 13-year-old student, 
showed the most rewarding results. Despite her large 
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build, this girl was obese at 165 pounds; 125 ; .ounds 
was set as her ideal weight. Very cooperative, si:e set 
goal of reducing by Easter, then eight weeks aw.y. Her 
youthful enthusiasm did not fail, so that witiin the 
time planned, she lost 30 pounds and has sinc« main. 
tained the reduction. The diet and dosage in lier case 
were standard. 


The Advantages of “Operation Shrink!” 


Keeping in mind that not all of the 87 patients in the 
program were grossly obese, the results are encourag- 
ing in terms of both duration of programs and actual 
weight reduction. “Operation SHRINK!” stirred its 
participants to cooperation far exceeding initial ex- 
pectations from a group of normal office patients. 

The actual weight reductions recorded in this pro- 
gram suggest that it is a workable method for the 
average obese patients encountered in general practice. 
The low percentage of failures and the high over-all 
average of reductions bore out the belief that obesity 
could be managed. This method reduced significantly 


the normal human tendencies to depart from routine. 


to accept defeat in matters of self-denial, to despond in BY 
the absence of quick and dramatic results. The sus- 

tained-release capsule of dextro-amphetamine sulfate AN 
enabled the patient to take, privately, medication that Hah 
was gradually administered throughout the day. Phil 

From genuine group therapy this method success- 
fully borrowed the values of comparison—reassurance 
in some cases, competition in others, feelings of su- 
periority in still others. As the program progressed, Tu 
valuable experience was acquired in helping patients and 
through occasional disruptions or setbacks, to rally or ably 
renew their interest. By seeing and conferring with nos 
them regularly, I could relieve their fears of endanger- oth 
ing their health or making themselves weak. Often they mu 
sent their solid lines of performance downward once 7 
again. dis 

The cumulative effect created by the growing num- tral 
ber of slanting solid lines tended to increase the pa- tas 
tient’s confidence in the program, in the physician and cal 
in himself. Fear may act as a powerful lash to patients | 
whose obesity is dramatized for them by the appear- Isc 
ance of cardiac or other distressing symptoms. But for Im 
many participants, those who enter the program be- 
cause of social embarrassment or transient prompting’ : 
of personal pride, the physician’s guidance, encourage 
ment and confidence are vital. 

At least equally important to the family doctor from 
the standpoint of his community responsibility, these | 
visits afforded an invaluable opportunity to observe a 
patients’ general condition much more frequently than we 
had been the case in the past. = 

GF 
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AND ALBERTO M. PARIS, M.D. 


Philadelphia, Pennsylvania 


THE QuEsTION of the proper indications for surgery 
and the propitious moment for intervention have prob- 
ably raised more controversy in rheumatic mitral ste- 
nosis than in any other disease entity. However, in no 
other cardiac disease up to the present time has so 
much surgical experience been obtained. 

This study was initiated by a desire to emphasize the 
distinct advantages for the patient who undergoes mi- 
tral commissurotomy early—at that time when the dis- 
tase is most amenable to correction, and the best clini- 
cal results are obtained. 

_ Certain questions must be answered when a patient 
sconsidered for surgery. The following are of primary 
importance : 

1. What is the outlook for this patient without surgery ? 

2. How much improvement can he expect with surgery ? 

3. Is this the time to recommend surgery for this par- 

ticular patient ? 

4. Wht is the risk entailed ? 

The furure that the patient with mitral stenosis can 
expect hout surgical treatment has been described 
well by B xelow and Greenwood who reported upon a 
series of '71 patients treated medically. Sixteen per 
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The cases of 1,000 patients operated on for mitral stenosis 
were analyzed from the following standpoints: age; 
history of rheumatic fever; duration of symptoms; 
functional classification; duration of medical treatment; 
cardiac rhythm; and heart size. Tabulation of these factors against 
operative mortality revealed strikingly the advantages 

\ of operation early in the course of the disease. 

These proved to be simple criteria 

by which most patients can be evaluated for operation. 


The Advisability of Early Surgery in Mitral Stenosis 


BY HOUCK E. BOLTON, M.D., DRYDEN P. MORSE, M.D. 


Hahnemann Medical College and Hospital of Philadelphia and Bailey Thoracic Clinic 


cent of these patients died within six months after the 
onset of pulmonary congestion—evidenced by short- 
ness of breath on climbing one flight of stairs, or by 
orthopnea. Fifty per cent were dead in five years. At 
the end of 15 years, 20 per cent had survived, but all 
were severely disabled. The figures for survival follow- 
ing the onset of auricular fibrillation were similar. 
Following the onset of right heart failure, as evidenced 
by an enlarged liver and peripheral edema, the outlook 
was even more discouraging. 


Improvement Following Mitral Commissurotomy 


The benefits resulting from mitral commissurotomy 
have been well established by separate reports by Bail- 
ey, Brock, Harken, and others. Table 1 is from a recent 
publication of the Bailey Thoracic Clinic, and shows 
that the improvement in 702 of our patients, followed 
from six months to six years, was satisfactory in the 
great majority. The percentage of patients improved 
in each functional class is similar. The over-all satis- 
factory results in 92 per cent of these patients are ex- 
tremely gratifying. 
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4 Follow-up Evaivation of 702 Patients, Six Months to Six Years After Mitral Commissurotomy, 
3 


Classed According to Postoperative Improvement. 


a Association Number of Markedly 
Classification Cases Worse Some improved Improved 
! iW 100% 
" 283 6.9% 2.5% 34.7% 55.9% 
m 375 11% 45% 417% 527% 
Iv 33 16.6% 417% 
Totals 702 34% 5.9% 38.2% 52.5% 
TABLE 2, 
1,000 Patients Grouped by Age at the Time of Surgery. t 
Age in Years . 
0-19 20-29 30-39 40-49 50-59 i, 
Number of Cases 13 147 386 358 %6 be 
9 25 32 10 
6% 6% 9% 10% 


Having given some evidence that the results of sur- 
gical therapy may be compared favorably with the out- 
come of prolonged medical therapy for mitral stenosis, 
the questions of the operative risk and the best time 
for surgical intervention remain. We have attempted 
to answer these questions by analyzing a group of 
patients large enough to be statistically significant. 

We have selected certain factors that are readily 
available to the physician who is evaluating a patient 
for surgical treatment. It is our purpose to inspect only 
those clinical facets that require no special or elabo- 
rate equipment. By appropriate appraisal of them, the 
practitioner readily may formulate in his mind the risk 
involved for his patient. Needless to say, certain bor- 
derline or more complicated cases require cardiac cath- 
eterization as well as other special diagnostic studies 
for final preoperative evaluation. 
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Selection of Cases and Technique of Analysis 


We have reviewed the cases of 1,612 patients in 
whom an operation was performed on the mitral valve 
at the Bailey Thoracic Clinic. From this group, only 
those patients with pure mitral stenosis or mitral ste- 
nosis with physiologically insignificant mitral insufh- 
ciency were selected for analysis. Patients with com- 
bined valvular lesions or mitral insufficiency of any 
appreciable degree were excluded. The first 1,000 con- 
secutive cases were selected to simplify the statistical 
analysis. Twenty-five per cent of these had mitral in- 
sufficiency of no physiologic significance. Two patients 
who committed suicide early in the postoperative p¢- 
riod were excluded from the group. In some of the 
patients, historical facts—such as whether rheumatic 
fever had ever occurred—were not definite. The ensu- 
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ing tables represent the analysis of those cases in which 
the pertinent data were given and were definite. ““Op- 
erative mortality, in this report means any death in the 
hospital, or within three months of the operation. 


Functional Classification of Patients 


In several of the tables incorporated in this report, 
we have classified the patients according to their func- 
tional classification as defined by the New York Heart 
Association and accepted by the American Heart Asso- 
dation. The patients are grouped by these criteria as 
follows : 

Crass I—Those patients in whom the diagnosis is made 
from the characteristic auscultatory findings but who do 
not have symptoms. 

Ciass 1I—Those patients with minimal to moderate 
symptoms who are nevertheless able to compensate without 
much restriction of activity. 

Ciass [1l—Those patients with severe symptoms and 
moderate to great limitation of activity. 

Ciass I1V— Those patients who are completely incapaci- 
tated in sfrte of medical therapy, and who have progres- 
sive heart failure. 


Age of the Patient 


With the advancing age of a patient with mitral 
stenosis, the operative mortality rate tends to increase 
just as with any other proposed operation in an older 
age group. Those patients operated upon at an earlier 
age have a better outlook for survival than those pa- 
tients in older age groups (Table 2). 

It must be borne in mind that the duration of disease 
prior to surgery cannot be dissociated from the age of 
the patient. The disease will have existed for a longer 
period of time in the older age group, and, of course, 
more severe cardiac and visceral damage will be pres- 
ent as a result of the long-standing disease. 


‘ History of Rheumatic Fever 

e- A history of rheumatic fever is not a particularly 
h- significant factor in evaluating a patient’s operative ex- 
n- pectancy. Approximately one-half of our patients with 
nv mitral stenosis had no history of having had rheumatic 
n- fever. An appreciable number of patients had had scar- 
~al let fever, but had no history of rheumatic fever. The 
n- operative mortality was 9 per cent in 343 patients 
its who delinitely stated that they had had no attacks 
\e- that could represent rheumatic fever. In 361 cases in 
he which a certain history of one or more attacks of rheu- 
tic Matic fe. er was given, the operative mortality was 11 
u- per cen: 
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Duration of Symptoms 


The patients were classified according to the dura- 
tion of symptoms prior to operation. The time interval 
was measured from the onset of the first symptom that 
would indicate beginning cardiac disease. 

It is obvious from Table 3 that one may expect better 
operative survival when the heart damage has not ex- 
isted for a long period of time. Those patients who are 
not operated upon until the disease is far advanced 
must expect a greater risk at the time of surgery. 

The preponderance of patients with symptoms of 
over five years’ duration is found in the American 


Heart Association Classes III and IV (Table 4). 


TABLE 3. 


Duration of Symptoms of Heart Failure 
Prior to Surgery Correlated with Operative Deaths 
(889 Cases with Duration Known). 


Duration of Symptoms 


Less than 
1 Yeor 1-5 Yeors 5 Yeors 
Number of Cases 102 367 420 
Number of Operative Deaths 4 25 39 
Percentage Mortality 4% 7% 9% 


4. 


Patients Grouped According to the 

American Heart Association Functional Classification 
and to the Duration of Symptoms of Heart Failure 
(902 Cases with Duration Known— 

32 Cases in Class | Excluded). 


American Heart Association less thon 

Classification 1 Yeor 1-5 Yeors 

43 136 

i 50 209 

Iv 4 10 
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taste 5. 


‘ Patients Grouped According to Their Functional Classification 
and the Operative Deaths in Each Class. 


Class Class 


Number of Cases 32 62 
Number of Deaths tag 11 


Percentage Mortality 3% 18% 


*The one death in Class | represents a technical accident. Actually one should expect the operative risk to be close to zero in this group. 


tasre 6. 


Patients Grouped According to the Duration of Digitalis Administration 
and the Operative Deaths in the Respective Groups (783 Cases with Duration Known). 


Duration of Digitalis Administration 


Never Hod less than 
Digitolis 1 Year 1-5 Years 


216 252 
13 


93 
2 
2% 6% 


8. 


Relationship of Hear? Size to Operative Mortality 
(878 Cases with Preoperative Heart Size Known). 


Heart Size 


Normal 


GP Volume Number 6 


a 


oY 
x 
77 
Number of Cases 222 
Number of Operative Deaths 22 
Percentage Mortality 10% 10% 
Table 7 on opposite page. 
1 Plus 2 Plus 3 Plus 4 Plus 
Number of Coses 69 192 422 78 7 
Number of Deaths 9 28 27 
Percentage Mortality 4% 5% 7% 30% 6% 
116 


No better argument for early operation could be 
given than this: The preponderance of patients with ; 
symptoms of over five years’ duration were in Class III a tase 7% 
and Class IV. The operative risk in Classes I and II is a Relationship of Auricular Fibrillation to Operative Mortality 
$ per cent and in Classes III and IV, 10 and 18 per 
cent, respectively. With the passage of time, the con- & 
dition of these patients gradually deteriorates and 
they become progressively poorer operative risks. 


American Heart Association Classification 


The direct relationship between the American Heart 
Association Classification and the operative results is 


shown in Table 5. 


Duration of Treatment 


The patients were considered from the standpoint 
of the time interval over which digitalis had been given Heart size as determined by x-ray examination is a 
prior to surgery. Only those cases where the time in- —_ remarkably important factor in evaluating a patient for 
terval was distinctly noted in their history were con- _ surgery. 
sidered. Table 6 reveals that as the duration of treat- As the severity and duration of mitral stenosis 
ment increases, the operative results become less satis- _ increase, so does the cardiac damage. This is reflected 
factory. A patient who has never been on digitalis is in the degree of cardiac enlargement. Our patients 
by far the best risk, and the next best is the one who _ have been classified according to heart size and the 
comes to surgery in his first year of treatment. operative risk determined (Table 8). 

With each increment of size of the heart, there is 
generally an increase in the operative risk. Those pa- 
tients with severe (3 to 4 plus) cardiac enlargement 

Auricular fibrillation occurs in the patient with mi- _ represent the gravest cases, while the patients with 
tral stenosis when damage to the myocardium has pro- _ hearts more nearly normal in size have a much better 
gressed to such a point that the normal conduction _—_ chance when the operation is performed. When sur- 
mechanism becomes disorganized. The patient who __ gery is performed before the heart becomes enlarged 
comes to surgery early in his disease, when a normal _to 2 plus, the operative risk is less than 6 per cent even 
sinus rhythm exists, presents a small operative risk if no other elements are considered in evaluating the 
(Table 7). The patient whose surgery has been delayed _ patient. 
so long that auricular fibrillation develops, may expect 


three times the risk at operation as the earlier patient A bibliography accompanying this article is available upon re- 
with a normal sinus rhythm. quest from the Editorial Office of GP. 


Cardiac Rhythm 


Home Readings of Blood Pressure depressions in these had apparently preceded the taking of 


home pressures, and became manifest either with the pas- 
THE INapvisaBiTy of home readings of blood pressure has _sage of time and release of some restraint or during medica- 
been urged on the assumption that the making of these will tion with reserpine. Hence, although the taking of home 
create a neurotic obsession. Our impression is that they do _ pressures is not considered either necessary or desirable in 
not create, although they may substitute for some other _ the majority of patients, it was not found to be really psy- 
obsession. A review of data from patients taking home read- chologically disadvantageous and, in some patients, proved 
ings does not show an increased incidence of psychiatric _ useful and reassuring to the patient while at the same time 
ility 2s compared with patients who are not making __ it provided the therapist with reliable data—A. C. Cor- 
home readings, although several of the patients developed CORAN, M.D., Harriet P. Dustan, M.D. and Irvine H. Pace, 
depressive reactions during the course of observation. The M.D., Ann. Int. Med., 43:1161, 1955. 
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DIURETIC THERAPY 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the sixth of twelve 

from Baylor University. 


Practical Therapeutics 


BY RALPH V. FORD, M.D. AND JOHN H. MOYER, M.D. 


Departments of Pharmacology and Medicine, Baylor University College of Medicine 


Houston, Texas 


Diwretics have become firmly established among phy- 
sicians as agents of truly beneficial—often life-saving— 
value. As the simple aspirin spread its healing powers 
from the headache to widespread use in the treatment 
of rheumatic fever and recently has been shown to have 
almost equal powers in the control of rheumatic states 
with ACTH and other steroids, so have various diure- 
lic agents spread their usefulness from the treatment of 
congestive heart failure to the relief of the tense ede- 
matous premenstrual woman. 

The term “diuretic” has generally been used to 
describe any agent that will produce an increased ex- 
eretion of urine. Unfortunately this usage is ambiguous 
and gives no information regarding the specific modes 
faction of various compounds. Since the use of diure- 
lic agents has become manifold it shall be our purpose 
im the following report to discuss: (1) the general 
mechanisms of edema formation in various clinical syn- 
dromes ; (2) the various actions of different diuretics in 
terms of pharmacodynamics, potency and side reac- 
Hons; and (3) the practical use of diuretics in specific 
dlisease entities. 


Etiology of Edema 


“Dropsy” is a degeneration of the Greek word “hy- 
drops” and refers to the accumulation of clear watery 
fhuid in any of the tissues or cavities of the body and is 
Matiously «slled, according to the location and charac- 
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ter, edema, anasarca, ascites, hydrothorax, hydroperi- 
cardium, etc. But ambiguity once more plagues us in 
the word “edema” which refers to an increased amount 
of fluid in the tissues, whether the excess be inside or 
outside the individual cells. 

In this discussion we are concerned only with an 
increase in extracellular fluid in the subcutaneous tis- 
sues and body cavities. 

For the development of edema, two conditions must 
be fulfilled: (1) The rate at which fluid enters the tis- 
sues from the blood stream must exceed the rate at 
which fluid leaves the tissues, and (2) the fluid output 
of the body must be less than the fluid intake. There- 
fore, we must think of tissue factors and renal factors 
although both may be present in varying degree in a 
given clinical syndrome. 

The tissue factors are fairly well understood and in 
general determine where edema will occur. The renal 
factor, i.e., the excessive retention of sodium and water 
by the kidney, is the quantitative determinant as well 
as the common denominator of edema formation due 
to numerous causes. As we shail discuss specific dis- 
eases, we shall see that the kidney in disease may be 
primarily responsible for this retention of salt and 
water or it may be merely the tool used by other syn- 
dromes to evoke its harmful results. The common clin- 
ical syndromes associated with edema and the patho- 
genesis as well as therapeutic approaches are summar- 


ized in Table 1. 
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CLINICAL SYNDROMES ASSOCIATED WITH EDEMA. 


Clinscal 
Disorder 


Mechanism of 
Edema Formation 


Therapeutic 
Approach* 


Primary Pharmacodynamics 
of Therapy 


(1) Congestive heart failure. 


(2) Premenstrual edema. 


(3) Edema of pregnancy. 


(4) Nephrotic syndrome. 


(5) Acute glomerulonephritis. 


(6) Hepatic disease. 


.(7) Nutritional edema (Beri-beri), 


(8) “Steroid edema” (latrogenic). 


Increased venous pressure, de- 
creased blood flow to kidneys, 
liver and osmoreceptors result- 
ing in retention of sodium and 
water. 


Abnormal hormonal balance 
with renal tubular retention of 
sodium. 


increased abdomino-pelvic 
pressure. Hormonal. 


Excessive loss of protein. De- 


creased glomerular filtration 
and renal blood flow. 


Decreased glomerular filtration 
and/or increased tubular reab- 
sorption of sodium, and sec- 
ondarily, of water. 


Disordered protein formation. 


Decreased inactivation of salt- 


retaining steroids. 


Decreased colloid osmotic pres- 
sure of blood. 


Increased tubular reabsorption . 
of sodium. 


Increased cardiac output. 
Decreased renal tubular 
sorption of sodium. 

Increased fecal sodium output. 


Digitalis preparations. 
Natriuretic agents. 


Cation exchange resins, 
Low sodium intake. 


Natriuretic agents. Decreased renal tubular reab- 


sorption of sodium. 


Decreased renal tubular reab- 
sorption of sodium. 


Natriuretic agents. 
Osmotic diuretic. Increased blood osmotic pres- 
sure. 

Increased renal water loss. 
Decreased renal tubular reab- 
sorption of sodium. 
Increased glomerular filtration 
rate and improved tubular func- 
tion. 

Increased glomerular filtration. 
Decreased renal tubular reab- 
sorption of sodium. 


Natriuretic agent. 


Anti-inflammatory 
compounds,** 


Anti-inflammatory 
compounds,** 
Natriuretic agents. 


Increased blood osmotic pres- 
"gure. 

Increased renal water loss. 

Decreased renal tubular reab- 

sorption of sodium. 
High protein diet. Increased blood osmotic pres- 
Osmotic diuretic. sure. 
Natriuretic agent. Increased renal water loss. 
Decreased renal tubular reab- 
sorption of sodium. 
Decreased renal tubular reab- 
sorption of sodium. 


Qsmotic diuretic. 


Natriuretic agent. 


Natriuretic agent and reduce 
steroid intake. 


* The low sodium dietary regimen is common to all therapeutic programs. 
it ** ACTH or steroids such as — et. 


Table 1. 


Clinical Types of Edema 


Heart Failure. The management of congestive heart 
failure is only one area that has been significantly im- 
proved by the judicious application of pharmacologic 
principles. It is appropriate thus to indicate in greater 
detail the sequence of events that leads to the produc- 


tion of the edema of heart failure. 


In Figure 1 this is graphically demonstrated to illus- 
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trate how a decrease in cardiac output relative to in- 
flow results in a moderately increased venous pressure. 
This is associated with decreased renal blood flow and 
glomerular filtration rate which is followed by de- 
creased sodium excretion and the development of 
occult edema. In Figure 2, the renal changes accom: 
panying heart failure are more definitely described. In 
this particular study there was a decline of renal plasma 
flow to roughly one-third of normal, accompanied by 
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THE DEVELOPMENT OF 


Decreased Cardiac Output Relative to inflow 
Moderately Increased Venous Pressure 
Normal Cardiac Failure 


Cr Decreased Sodium Excretion 


EDEMA 


Cr 


Figure 1. The factors operative in the development of edema in con- 
gestive heart failure are presented with appropriate differences de- 
picted by the magnitude of the arrows. The primary event ts decreased 


Decrease in Hepatic Inactivation of 
Adrenal Cortical Sodium-Retaining Hormone 


Sodium Retention 


Hypertonic Blood 


cardiac output and the ultimate outcome is edema with intermediary 
factors consisting of decreased blood flow through important organs 
concerned with regulation of sodium and water balance. 


_ RENAL CHANGES IN CONGESTIVE HEART FAILURE 


i 


+100 | 120+ 


+ 75 


“2 


4 


per cent normal 


Normol 


Congestive Heart Failure 


per cent normal 


25 
Renal 


Plasma Flow 


Glomerular 
Filtration Rate 


| 


“TmPAH 


From Mokotoff, R.; Ross, G.) Lester, 


Figure 2. Ti decline in renal plasma flow that follows congestive 
heart failur: is associated with a decreased glomerular filtration 
rateand tui lar function which results in decreased sodium excre- 
hon. The im pirtance of this particular factor in the over-all develop- 
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ment of edema is still incompletely determined. (From Mokotoff, R.; 
Ross, G.; and Leitor, L.: Renal plasma flow and sodium reabsorp- 
tion and excretion in congestive heart failure. J. Cun. Ivest., 
27: 1, 1948). 
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INCREASED CORTICOSTEROID EFFECT ON THE KIDNEYS 


IN PATIENT WITH HEPATIC VENOUS CONGESTION 


Figure 3. As a result of decreased hepatic blood flow and increased 
hepatic venous congestion, there is a decreased inactivation of adreno- 
cortical steroids resulting in sodium retention by the kidney, a factor 
in the production of edema. 


a decline in glomerular filtration rate to two-thirds of 
normal, with a slightly increased filtration fraction in- 
dicating an increased renal resistance. There is also a 
decline in maximum tubular excretory capacity for 
para-aminohippurate (TmPAH). These hemodynamic 
alterations result in a decreased urinary excretion of 
sodium and water. 

The moderately increased venous pressure and re- 
duction in hepatic blood flow that are found in heart 
failure also produce additional metabolic abnormalities 
such as a decrease in the hepatic inactivation of adrenal 
cortical salt-retaining hormones. In Figure 3 the factor 
of increased corticosteroid effect on the kidneys is il- 
lustrated in the patient with hepatic venous conges- 
tion. The relative increase of these hormones results in 
sodium retention which produces hypertonic blood. 
This then causes stimulation of hypothalamic osmo- 
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receptors which is followed by the secretion of addi- 
tional antidiuretic hormone (ADH). The result is 
further water retention and increased blood volume 
which results in a markedly increased venous pressure 
leading to manifest edema formation. Other hormonal 
relations are as yet not clearly understood. Passive 
reabsorption of water and electrolytes occurs in the 
proximal tubule of the nephron; faculative reabsorp- 
tion occurs in the distal tubule, where the hormonal 
factors concerned with water retention as well as other 
features of renal hemodynamics act to control the 
degree of water and salt retention. It is with the result- 
ing pathologic state of edema that we are therapeu- 
tically concerned at this time. 

It is obvious that although great strides have been 
made in recent years toward understanding hear! 
failure, the position of the myocardium has been de- 
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RENAL DIURETIC ACTION OF MERCURIALS 


Figure 4. The two classic experiments with dogs were crucial demon- 
strations of the renal site of mercurial action. Govaerts gave a mer- 
curial diuretic to a dog by parenteral injection. One kidney was 
transplanted at the height of diuresis, into the neck of an untreated 
dog. The diuresis continued unabated in the kidney’s new location. 


emphasized while the role of kidney has been studied 
quite thoroughly. It should at this point, however, be 
emphasized that although certain abnormal renal 
hemodynamics as well as certain abnormal hormonal 
factors operate to contribute to sodium retention, the 
initiating event must be concerned with a failing myo- 
cardium. In spite of all these very complicated inter- 
relationships, it is quite obvious that the aim of therapy 
im congestive heart failure is to improve myocardial 
function and to achieve a block in the abnormal reten- 
tion of sodium and water. 

Premenstrual Edema. The problem of premenstrual 
edema has received more attention from the practicing 
Physician than it has from the investigator, and its 
pathogenesis is not clear. It has been recognized as a 
syndrome resulting from hormonal imbalance and per- 
haps is present in 40 per cent of women. It is marked 
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Bartram demonstrated even more precise specificity of mercurial ac- 
tion. He prepared the subject by administration of intravenous 
saline, and later injected a mercurial diuretic directly into the left 
renal artery. Significantly increased diuresis from the left kidney was 
evoked; the right kidney continued to excrete at an unchanged rate. 


by weight gain, subcutaneous edema, emotional ten- 
sion, breast turgidity, and even nymphomania. 

It seems plausible that the hormonal events of the 
last few days of the menstrual cycle result in either a 
direct or indirect effect on the renal tubules by the 
stimulation of excessive antidiuretic hormone (ADH) 
which in turn acts to increase the tubular reabsorption 
of sodium and water. The resulting edema thus is 
amenable to relief by dietary restriction of salt and the 
administration of natriuretic agents. 

Pregnancy. Edema in pregnancy may be seen as an 
exaggeration of a pre-existing disease such as conges- 
tive heart failure or nephritis, or it may be the mani- 
festation of an impending toxemia of pregnancy. How- 
ever, even during normal pregnancy, the blood volume 
increases about 50 per cent, and there is a positive salt 
balance (retention of salt and water) reaching a maxi- 
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PHARMACODYNAMICS 


OF DIURETICS. 


Type of Diuretic 


Pharmacodynamic Action 


Carbonic anhydrase 
inhibitor. 


Xanthines. L 


Mercurials, 


Osmotic substances. 


Acidifying salts. 


Cation exchange resins. 


Retention of hydrogen ions, permitting 
excretion of sodium and potassium ions 
instead. 


Increase in cardiac output. 

2. Excitation of central nervous system 
with a fall in ADH release. 

3. Increased renal blood flow and glo- 
merular filtration rate. 

4, Depressed tubular reabsorption of Na. 

Depressed tubular reabsorption of sodium 

and chloride. 

Resistance to the passive reabsorption of 4 

water in the proximal tubule and loop of 

Henle. 

Osmotic action by supplying excess chlo- 

ride ion. 

Increased fecal excretion of sodium due 

to decreased absorption from gastro- 

intestinal tract. 


Table 2. 


Figure 5. The renal papilla in the 

an indicator turning black in presence of succinic dehydrogenase 
activity showing its heaviest concentration in the cells of Henle’s 
loop. In the bottom photographs the section on the left demonstrates 
the normal dark staining indicative of succinic dehydrogenase ac- 
tivity. In the section on the right which is after a mercurial diuretic, 
the dark crystals are almost completely absent. This demonstrates the 
inhibition of sodium reabsorption in the distal tubule, by the inhibi- 
tion of a specific enzyme system by mercurial diuretics. 
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mum by the 36th week of gestation. The factor of an 
enlarged uterus producing increased pressure on intra- 
abdominal veins must not be overlooked. Whatever the 
interrelated factors may be, the common denominator 
is, once more, increased tubular reabsorption of sodium 
and water which can be blocked by appropriate therapy. 
. Nephrosis. In the nephrotic syndrome there is not 
only the factor of decreased glomerular filtration and 
renal blood flow resulting in a decreased sodium ex- 
cretion, but there is also an excessive loss of protein in 
the urine. This results in decreased colloid osmotic 
pressure of the blood—an additional cause for fluid 
loss to the tissues. Thus, there is not only a need fora 
natriuretic agent, but frequently better results may be 
obtained by an agent that increases the plasma osmotic 
power, such as salt-poor human albumin administered 
intravenously. Also, albumin sometimes appears to 
have a natriuretic and diuretic effect on the kidney that 
is unrelated to its osmotic activity. If an inflammatory 
component to the disease is present, perhaps ACTH or 
steroids may be helpful. Heightened mineralocorticoid 
activity, increased pituitary secretion of antidiuretic 
substances, and osmotic shifts of fluid and electrolytes 
have all been cited individually as mechanisms produc- 
ing salt and water retention in nephrosis. Possibly all 
three ofthese factors are involved. 

Nephritis. Acute glomerulonephritis is a generalized 
inflammatory disease primarily involving the kidney 
which occasionally is accompanied by marked sodium 
and water retention. The pathogenesis of this abnor- 
mality is found in the decreased glomerular filtration or 
increased tubular reabsorption of sodium or both. 
Secondarily heart failure may occur. The therapeutic 
approach therefore will be determined by the particu- 
lar factors in operation but in general includes natriuretic 
agents, ACTH, and digitalization, separately or in 
combination. 

Hepatic Disease. Here there is the problem of dis- 
ordered protein formation which results in a decreased 
colloid osmotic pressure of blood. This requires the 
use of an osmotic diuretic such as salt-poor human 
albumin given intravenously. There may be a decreased 
inactivation of salt-retaining steroids which, at the 
present stage of our knowledge, can only be controlled 
by a natriuretic agent such as a mercurial diuretic. 

Nutritional edema is rarely seen in this country. It is 
the result of a decreased colloid osmotic pressure of 
blood due to dietary protein deficiency and is treated 
much the same as hepatic edema. 

Steroid Edema. We have labeled the last but m- 
creasingly common syndrome “steroid edema” since I 
is one of the iatrogenic forms resulting from the thera- 
peutic use of steroids such as cortisone or predni- 
solone. It uses the kidney as a tool to indirectly induce 
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edema by the enhancement of renal tubular reabsorp- 
tion of sodium. It may be controlled however by com- 
monly available natriuretic agents such as the mer- 
curial diuretics. 

Thus, in eight clinical syndromes of edema, the 
renal retention of sodium and water is a common 
denominator, but other factors such as decreased col- 
lid osmotic pressure of the blood, decreased blood 
flow to the liver and decreased or abnormal hormonal 
activity may be the primary event and must be faced 
therapeutically. It is also seen that in varying degrees 
of importance, natriuretic (or diuretic) agents are a 
therapeutic common denominator. 


The Pharmacology of Diuretics 


Types oF AGENTS AND THEIR ACTIONS 


The aim of therapy in edematous states is to achieve 
sodium balance without excessive retention of sodium. 
Sodium intake can be restricted by the use of low 
sodium diets or resins. (The apes and baboons seem to 
do well on raw fruits and nuts with a resulting dietary 
sodium intake of less than 800 milligrams per day.) 
Limiting activity will reduce the sodium-retaining 
eflect of exercise in congestive failure patients. It is 
best to advocate the hammock instead of mowing the 
lawn since exercise further compromises glomerular 
filtration rate and renal blood flow. Particularly im- 
portant are measures directed toward increasing so- 
dium excretion by (1) increasing renal blood flow and 
glomerular filtration rate (digitalis, aminophylline), 
and (2) depressing tubular reabsorption of sodium. 

The purpose of digitalis glycosides in congestive 
heart failure is to increase cardiac output to a level 
where there will result an improvement in renal blood 
flow and glomerular filtration rate, thus augmenting 
the filtered sodium load. It should be obvious that if 
failure is progressive, a stage will be reached where 
digitalis preparations will fail because of inability to 
raise cardiac output sufficiently to overbalance the 
excessive renal tubular reabsorption of sodium. Amino- 
phylline has a significant effect in intensifying renal 
blood flow when given intravenously. Its use is usually 
reserved for enhancing mercurial diuresis. 

Unquestionably, the mercurial diuretics are the 
most effective natriuretic and diuretic agents followed 
by the carbonic anhydrase inhibitors. All others are 
usually reserved for enhancing mercurial action or at- 
tempting to restore responsiveness to mercurials. 

The various agents and pharmacodynamics are sum- 
marized in Table 2. It should be remembered that renal 
hemodynamics and consequently renal function rarely 
return entirely to normal following treatment with digi- 
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MERALLURIDE MERCURY EXCRETION 
1N ALL PATIENTS WITH HEART FAILURE 


PER CENT OF HG GIVEN 78 MG. (Average Velves) 


Meralluride 

+— Given LV. 
Meralluride 

+— Given I.M. 


Per Cent of Meralluride Hg Recovered in Urine 


Hours After Administration 


COMPARISON OF MERALLURIDE MERCURY EXCRETION 

GIVEN 1.V. AND I.M. IN NORMAL SUBJECTS 

AND PATIENTS WITH HEART FAILURE (Average Volves) 
Normal Subjects 

Given LV. 


Cardiac Failures 
a Hg Given LV. 
° 


Normal Subjects 


Hg Given LM. 
Cardiac Failures 


Hg Given 1.M. 


Degradation 
Products 


Per Cent of Meralluride Ha Recovered in Urine 


24 

Hours After Meralluride Given 
Figure 6a and b. (a) When meralluride (Mercuhydrin) is adminis- 
tered parenterally to patients with heart failure, 80 per cent is ex- 
creted as the organo-mercurial within a 24-hour period after intra- 
venous and nearly 70 per cent after intramuscular administration 
with less than 5 per cent appearing as degradation products such as 
inorganic mercury. This demonstrates that the diuretic effect is at- 
tributable to the pharmacodynamic activity of the organic mercury 
compound itself. (b) In normal subjects compared to patients in heart 
failure, there is a slightly more rapid excretion of the organic mer- 
cury compound, and especially is the excretion more rapid in patients 
with heart failure after intravenous as compared to intramuscular 
(or subcutaneous) administration. (Courtesy ANN. New York 
Acap. Sc.) 
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EFFECT OF DAILY ADMINISTRATION OF DIAMOX 


Sodium Excretion 
250 Per 24 hrs. 


280 mEq. 
221 mEq. 
@ 168 mEq. 
110 mEq. 
= 210 mEq. 
® 156 mEq. 
w 43 mEq 


: 


Figure 7. After carbonic anhydrase inhibition by Diamox there is the is true for enhancement of potassium excretion although this is quite 
development of compensation so that continued administration ts not marked on the first day or so. Chloride excretion is not affected by this 
accempanied by continued sodium excretion enhancement. The same compound. 


EFFECT OF DAILY ADMINISTRATION OF CHLORMERODRIN (NEOHYDRIN) 


Sodium Excretion 
Per 24 hrs. 


g Per Cent of Control 
8 


* 305 mEq. 
=~ 58 mEq. 


49 mEq. 
48 mEq 


+ 
L 


Neohydrin 6 tab./24 hrs. 


Figure 8. Contrasted with Figure 7, it is seen that enhancement of tration of a mercurial diuretic orally (Neohydrin). The same is true 
sodium excretion is continued and even increased by daily adminis- for chloride excretion but potassium excretion is not altered. 
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talis and diuretics. Therefore, it is usually best to con- 
tinue active drug therapy despite overt clinical cardiac 
compensation. In our estimation it is better to over- 
treat than to undertreat, since with each episode of 
dinically evident cardiac decompensation, it becomes 
progressively more difficult to attain compensation. 

Mercurial Diuretics. Various experiments such as 
transplanting a kidney at the height of mercurial 
diuresis and injecting mercurials unilaterally into the 
renal artery have demonstrated that the kidney is the 
sole site of mercurial action in relieving edema (Figure 
4). It has further been established that mercurials 
affect the distal tubule, acting on the 13 to 33 per cent 
of filtered load that remains after passive iso-osmotic 
reabsorption in the proximal tubule. It appears that 
mercurials may be powerful and specific inhibitors of 
the succinic dehydrogenase system in vivo in animals. 
Special stains have shown disappearance of the enzyme 
from the distal tubule following mercurialization (Fig- 
ure 5). This enzyme is one of a large group whose 
activity depends on the presence of free sulfhydryl 
groups. British Anti-Lewisite (BAL) competes with the 
mercurial in blocking succinic dehydrogenase and 
thus produces complete and rapid inhibition of mer- 
curial action. At present it is undecided whether 
blocking of this succinic dehydrogenase enzyme sys- 
tem by mercurials prevents reabsorption predomi- 
nantly of sodium or chloride. At any rate there is 
simultaneous obligatory water loss. Experimental data 
show that potassium excretion may increase at times 
following parenterally administered mercurials, a re- 
sult of the increase in urine volume. 

In order to refute the idea that mercurial diuretics 
exert their diuretic effect by the “poisoning of the 
tubules by inorganic mercury,” Figures 6a and 6b indi- 
cate that most of the meralluride (Mercuhydrin) ad- 
ministered parenterally is recovered unchanged in the 
urine presumably acting on the tubules as the organic 
ion and not as inorganic mercury. 

The mercurial diuretic group is represented by a 
sizeable number of different compounds. The most 
commonly used parenteral drugs are meralluride 
(Mercuhydrin), mercaptomerin (Thiomerin), mere- 
thoxylline (Dicurin), mercurophylline (Mercuzanthin 
or Mercupurin), and mersalyl (Salyrgan). Among the 
orally useful mercurial diuretics the most commonly 
used are chlormerodrin (Neohydrin) and mercumati- 
lin (Cumertilin). The dose of these drugs varies from 1 
to2 cc. of the parenteral agent (usually equivalent to 
40 to 80 mg. of mercury) while the dose of the oral 
drugs varies from 4 to 12 tablets, with each tablet hav- 
ing a mercury content of 10 milligrams. Patients with 
severe «ema can tolerate much larger dosages than 
the paticnt with mild edema. If necessary, the drugs 
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DOSAGE RESPONSE TO MERCUHYDRIN, 
MERSOBEN (MERCURIALS) AND DIAMOX 


Pounds Weight Loss 


qT T 
20 40 
tos 


——__} Dose of Mercurials in mg. Hg —} 
DOSE i 
500 1000 


Dose of Diamox in Milligrams of Drug — 


DOSAGE RESPONSE TO DIAMOX 


AS COMPARED TO NEOHYDRIN 


Pounds Weight Loss a) 
L 


500 1000 
Milligrams Diamox 
T 1 
40 60 80 


Neohydrin-Milligrams Mercury Administered 


Figure 9a and b. Increasing doses of mercurial diuretics (Mersoben 
and Mercuhydrin) is accompanied by increasing diuresis manifested 
by loss in body weight (a). Increasing doses of a carbonic anhydrase 
inhibitor (Diamox) is not associated with increased diuresis. Orally 
administered mercurial diuretic (Neohydrin) also presents a pro- 
gressive dose-response curve (b) contrasted to an unchanging curve 
seen with Diamox. (Courtesy Moyer et al., J. CHronic Diseases, 
2: 670, 1955.) 
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COMPARISON OF SODIUM EXCRETION AFTER ADMINISTRATION OF A DIURETIC 


IN VARIOUS DOSAGES IN A NORMAL PATIENT AND IN CARDIAC FAILURE PATIENTS, 


SHOWING THE SIMILARITY OF SODIUM LOSS AND THE DISSIMILARITY OF SODIUM RECOVERY 


Na excretion mEq. /24 hrs. 


50 mEq. Na diet 


Figure 10. By comparing the two outside bar graphs it is seen that the 
response to a mercurial diuretic in the excretion of sodium is similar 
in cardiacs (eating varied dietary quantities of sodium) and the non- 
cardiac eating a diet containing 150 milliequivalents of sodium 


can be administered every day unless electrolyte dis- 
turbances occur (Figures 7 and 8). 

Carbonic Anhydrase Inhibitors. Carbonic anhydrase 
inhibitors have flourished in diuretic therapy in recent 
years. At best, they are comparable to moderate doses 
of oral mercurials. Normally, hydrogen ions liberated 
by carbonic acid dissociation are released in the urine, 
and sodium ions are reabsorbed in their place. Under 
carbonic anhydrase inhibition with the sulfonamide 
diuretics (Diamox, Dirnate, U-4191, etc.) these hydro- 
gen ions are not excreted, permitting excretion of 
sodium and potassium in their place. While the sodium 
excretion becomes maximum at a particular dose level 
of carbonic anhydrase inhibitor (Figures 9a and 9b), 
the potassium excretion will multiply further if the 
dose is raised. In comparing Figures 7 and 8 it is 
seen that the continued daily administration of Dia- 
mox (a carbonic anhydrase inhibitor) is associated 
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Dosage in mg. Hg: 
@ 


150 mEq. Na diet 


(high sodium intake). However when the noncardiac is ingesting a 
smaller quantity of sodium (50 milliequivalents or about 1,200 
milligrams per day) the increase in sodium excretion after a diuretic 
is much less, both in absolute as well as in percentile values. 


with a decreasing responsiveness (Figure 7), while the 
use of an oral mercurial diuretic (Figure 8) is followed 
by a continued responsiveness in sodium excretion. 

Diamox causes a maximum excretion of sodium at a 
250 to 500 mg. daily dose (Figure 9a). Characteristi- 
cally, further increase in dose will cause no increased 
sodium excretion, but slight increase in potassium ex- 
cretion. This is in contrast to an increasing dosage 
response seen with the mercurial diuretics (in dosage 
ranges employed clinically) so that progressive in- 
creases in the dose of a mercurial diuretic is associated 
with an increasing diuresis (Figures 9a and 9b). Unlike 
mercurials, Diamox augments excretion of bicarbo- 
nate, but not of chloride. The inhibition of carbonic 
anhydrase by sulfonamides is not limited to the kidney 
tubule. 

The carbonic anhydrase inhibitors are represented 
currently by only one compound in general clinical 
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use, Diamox. However, other compounds are cur- 
rently being developed with similar action and varying 
degrees of potency. 

Diamox is best administered in a dose of 250 mg. 
every other day since tolerance develops so rapidly. 
This fact of course seriously limits its usefulness in all 
but the mildest cases of edema. 

Acidifying Salts. Acidifying salts are used often to 
intensify mercurial action. They supply chloride and 
also act as osmotic diuretics. Osmotic diuretics such as 
urea, sucrose, sodium sulfate, and hypertonic saline 
act by producing resistance to the passive reabsorption 
of water in the proximal tubule and thin limb of the 
nephron. They do not promote excretion of meta- 
bolites and their use as diuretics is rarely warranted. 
Ammonium chloride administration also finds a place 
in the presence of hypochloremic alkalosis due to pro- 
longed mercurial diuretic therapy in that it may be ad- 
ministered intermittently to correct a chloride deficit, 
thus potentiating the efficacy of the mercurial agent. 

Miscellaneous Agents. Xanthines are diuretics whose 
mechanism is multifold: (1) increase in cardiac out- 
put; (2) excitation of the central nervous system with a 
fall in antidiuretic hormone (ADH) release; (3) im- 
provement in renal circulation; and (4) decreased so- 
dium reabsorption. Of the many xanthines, intra- 
venous aminophylline seems most effective. 

Aminometradine (Mictine) is similar in action to 
the xanthine diuretics and has a short-term potency 
comparable to oral Neohydrin. Its complete pharma- 
codynamics are not yet clearly understood. It is useful 
as an oral diuretic for maintenance of the edema-free 
state between mercurial injections or in mild types of 
edema. It requires an interrupted dosage schedule, as 
does Diamox. 

Cation exchange resins produce an augmented 
sodium loss by way of the feces but in clinical use the 
side reactions of nausea and constipation are limiting. 

Digoxin in suboptimal dosages has been shown to 
have some diuretic effect in addition to changes in 
cardiac output, glomerular filtration rate and renal 
plasma flow. The former response is manifested by 
depressing tubular reabsorption of sodium perhaps by 
competing with adrenal steroids since it has a similar 
structure. This action is minimal when compared with 
its effect in optimal dosages on cardiac output. Liver 
extract has been reported to have a diuretic action in 
isolated cases of severe failure, presumably by inacti- 
vating ADH in a situation where a severely congested 
liver was unable to do so. 

Other substances that have diuretic action at times, 
but whose mechanism is not fully established are 
probenecid, ascorbic acid, pyridoxine, pyrimidines, 
steroids and isocytosine. 
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POTENCY ESTIMATIONS OF DIETARY SODIUM USING 
DIET 11* AS A STANDARD. 


Function Potency Estimation 
Sodium RL = 15 
R = 18 

RU = 22 

R =.14 

RU. = 

Water RL = 18 
R.= 28 

RU = 12.6 

Weight RL = 17 
R = 24 

RU = 42 


Diet I= 150 mEq. Na. ‘Diet H=50 mEq. Na. 
R is the best estimate of the potency of Diet I (150 mEq. Na) compared to 
the standard, Diet II (50 mEq. Na). 
RL, RU =Lower and upper 5% fiducial limits (calculated by Fieller’s 
theorem). 
R means that I mg. of Mersoben (SU-1775, Ciba) given at a diet level of 


150 mEq.Na/day is as effective as 4.8 mg. Mersoben when given ata 
diet level of 50 mEq./day in producing increased output of sodium. 


Potency oF DruRrETICS 


It has been established that certain conditions and 
medications produce an antidiuretic effect and that 
many factors operate to influence the treatment of 
edema. Furthermore, many factors operate to influence 
the response to various diuretic agents. Considering 
these facts as well as the large numbers of diuretics 
presented to the practitioner, there is a need for some 
method by which the clinician may evaluate the rela- 
tive potency of various diuretic agents. Our personal 
studies have been directed toward this problem. : 

We have studied patients under controlled condi- 
tions so that their water and electrolyte balances could 
be established. One of our initial observations indi- 
cated that the normal person and the patient with con- 
gestive heart failure did not differ significantly in their 
acute response to various mercurial diuretics by the 
excretion of sodium, chloride, potassium or water or 
the change in body weight. This is illustrated in Fig- 
ure 10. It is seen that the degree of increase in sodium 
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DOSAGE RESPONSE CURVE—SODIUM 


Calculated 
with a common 
regression slope 


Increase in excretion of sodium mEq. /24 hrs. 


| | 
40 


Dosage of Mersoben in mg. of mercury 


DOSAGE RESPONSE CURVE—WATER 


Increase in excretion of water in L/24 hrs. 
| 


‘Dosage of Mersoben in mg. of mercury 


DOSAGE RESPONSE CURVE—CHLORIDES 


Increase in excretion of chlorides as mEq./24 Ars. 


1 | 
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Figure 11. When the patient is eating a diet containing 150 milli- 
equivalents per day (Diet 1), the dosage responses for sodium, chlo- 
ride, water and weight loss are greater than when the diet contains 


GE RESPONSE CURVE—WEIGHT 


Decrease in weight in kilograms 


| 
20 


Dosage of Mersoben in mg. of mercury 


only 50 milliequivalents (about 1,200 milligrams) (Diet 2) of se- 
dium. Thus, this dietary factor must be considered in the bioassay 
for diuretic potency. 
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DOSAGE RESPONSE CURVE—SODIUM 


| Calculated 
with a common 
| regression slope 


Increase in excretion of sodium as mEq./24 hrs. 


DOSAGE RESPONSE CURVE—WATER 


Increase in excretion of water in L/24 hrs. 


20 


Dose in mg. of mercury 


DOSAGE RESPONSE CURVE—CHLORIDES 


Increase in excretion of chlorides as mEq./24 hrs. 


DOSAGE RESPONSE CURVE—WEIGHT 


Decrease in weight in kilograms/24 hrs. 


Dose in mg. of mercury 


Figure 12. Dosage-response curves for the relationship of various 
doses of pu renterally administered mercurial diuretics to the in- 
Creased exeretion of sodium, chloride, water and the loss of body 
weight indicate that the most potent agent is Neohydrin (parenteral), 
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Dose in mg. of mercury 


followed by Mersoben, Mercuhydrin and Thiomerin. Orally admin- 
istered Neohydrin is within the same potency range as Thiomerin on 
a milligram of mercury content basis, attesting to its clinical use- 
fulness. 
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SUMMARY OF MEAN CHANGES IN ELECTROLYTES 
FOLLOWING THE ADMINISTRATION OF FOUR ORAL 
DIURETICS AND THE STATISTICAL SIGNIFICANCE 


60 - x 60 
a 


Chloride (mEq.) 


Figure 13. Comparative potency of various oral diuretics (acute re- 
sponse) ts indicated by the increase in sodium excretion in milliequiv- 
alents per 24 hours. Diamox and Neohydrin are roughly equal 
when the average of two consecutive days is plotted. (XXX indicates 
pb < .001; XX indicates p < .01; n.s. indicates that the change is not 
statistically significant.) 


excretion in the cardiac and the noncardiac (eating a 
150 mEq. sodium diet) is similar. There is, however, a 
difference in the degree of response in the noncardiac 
(as well as the cardiac) with a difference in the sodium 
content of the diet. Thus, it became necessary for us to 
establish a “potency estimation” of the dietary sodium 
in evaluating the response to a given diuretic (Merso- 
ben). This is illustrated in Figure 11, which shows 
the various potency estimations of a given diuretic 
agent in terms of its ability to affect changes in sodium, 
chloride, and water excretion and body weight when 
the patient is receiving two different diets. Thus, when 
the patient is receiving the higher sodium intake, the 
diuretic agent produces a response in sodium excre- 
tion that is 1.8 times as great as that observed when he 
is receiving only 50 mEq. of sodium in his diet (Table 
3). Similar figures are also obtained for chloride, water 
and weight. 


132 


Next the reliability of the various observed responses 
must be evaluated. This is done by the use of ‘iducial 
limits; the narrower the range of the limits, tle more 
reliable the results. For sodium and chloride, tiie fidu- 
cial limits are quite small (for example, 1.5 to 2.2 for 
sodium), whereas, the fiducial limits of water are fairly 
wide (for example 1.8 to 12.6). This indicates that the 
most reliable method for observing the comparative 
potency of various diuretics is to observe the sodium 
response. 

Utilizing these principles, dosage response curves 
can be drawn for various diuretic agents. In Figure 12 
the different responses are to Neohydrin, Mersoben 
(SU-1775), Mercuhydrin, Thiomerin, parenterally ad- 
ministered, and Neohydrin orally administered. Po- 
tency estimations can be calculated for these agents 
and are presented in Table 4. When the response in in- 
creased sodium excretion is used as a basis for com- 
parison and Mercuhydrin is chosen as the “standard” 
with a potency of one, Thiomerin has a relative potency 
of 0.6 (60 per cent as potent), parenteral Neohydrin a 
potency of 3.3, Mersoben a potency of 1.3, and orally 
administered Neohydrin a potency of 0.5. 

Application of these principles to the study of oral 
diuretics is depicted in Figure 13. When the response 
in sodium excretion is observed, Diamox and Neo- 
hydrin are roughly equivalent in potency when an 
average of two consecutive days of drug administration 
is considered. Dirnate (a carbonic anhydrase inhibitor) 
and Cumertilin are less effective. When chloride re- 
sponse is observed, of course Diamox is not active. 
Potassium excretion is increased by Diamox, while Neo- 
hydrin does not influence this cation. The other car- 
bonic anhydrase inhibitor (Dirnate) is also moderately 
effective, but roughly one-half as effective as Diamox. 

Thus, the following conclusions may be drawn from 
our bioassay study: 

1. The response to a diuretic is distinctly dependent 
upon the dose and the dietary sodium content. 

2. The most significant change seems to be the in- 
crease in sodium (and chloride) while other functions 
(weight and water) are secondary. 

3. Sodium excretion is the most reliable estimate of 
potency of diuretics in general (exception: chloride is 
slightly better for mercurial diuretics). 

4, When dietary sodium is constant and metabolic 
principles are followed, the number of patients re- 
quired for bioassay to give equal statistical validity ofa 
parenteral diuretic is %4, and for an oral diuretic ') 
that required when the diets are not under control. 


SmwE REACTIONS AND THE CHOICE OF A DruRETIC 


Once the need for a diuretic agent has been agreed 
upon, the next decision will be what type of diuretic. 
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POTENCY ESTIMATIONS OF MERCURIAL DIURETICS 
AS COMPARED TO A STANDARD—MERCUHYDRIN®. 


= 0.3 


* I mg. of Drug II (etc.) is equivalent in action to R mg. of the standard, ¢.g., 1 mg. Thiomerin = 0.6 mg. Mercuhydrinas a 
natriuretic agent and 0.7 mg. mercuhydrin as a chloruretic agent. 


R is the best estimate of the potency of Drug li with respect to the standard, Drug I (Mercuhydrin). 
RU and RL are upper and lower 5 per cent fiducial limits on this estimate of potency (calculated according to Fieller’s theorem). 
# Neohydrin P and O indicate the parenteral and oral forms of the drug respectively. 


Factors to be considered include: (1) the urgency of the 
need for decreasing the edematous state; (2) the de- 
gree of edema; (3) fundamental biochemical abnor- 
malities ;and (4) previously existent drug idiosyncrasies. 
In the testing of diuretic agents for clinical use, it is 
necessary to set up a system by which these agents can 
be easily evaluated. 

There are two preliminary factors to be considered 
in the choice of a diuretic agent even before its appli- 
cation to the individual patient can be considered, 
namely the toxicity index, and the potency estimation. 
We have chosen for our standard, a toxicity index of 
25 per cent frequency, i.e., 25 per cent or less of the 
patients tested complaining of nausea, diarrhea, etc., 
on oral or intravenous administration, or of pain on 
intramuscular administration of the drug. The mini- 
mum increase in sodium excretion which we consider 
significant is 100 per cent above the control level. As a 
comparative measure, we used a potency estimation 
that compared the response in sodium excretion of each 
of the drugs to the response caused by Mercuhydrin 
which was used as the standard and designated as one. 

In a growing list of organomercurials, by far the 
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most effective is parenterally administered Neohydrin. 
This drug caused undesirable side effects in less than 
25 per cent of the patients tested, and had a potency 
estimation of 3.3 (Table 4). However, although it is 
three times as effective as our standard, the widely 
used Mercuhydrin, it is not available commercially. 
Oral Neohydrin (Table 4) also has less than a 25 per 
cent toxicity index, and has a potency estimation of 
0.5, i.e., it is half as effective as parenterally adminis- 
tered Mercuhydrin, making it ideal for maintenance of 
the edema-free state in patients who have already been 
treated with Mercuhydrin. The oral organomercurial, 
Cumertilin, was found to be unacceptable clinically 
since it has a toxicity of more than 25 per cent and 
produces less than 100 per cent increase in sodium ex- 
cretion under controlled conditions. Meterox (SU- 
2847) is also less effective than Neohydrin for oral 
administration. Mercuhydrin given parenterally has a 
toxicity index of 15 per cent and has a designated po- 
tency estimation of one. It is the most potent organo- 
mercurial available commercially which is administered 
parenterally. Another parenteral organomercurial, 
Thiomerin, has a toxicity index of less than 25 per 
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THE CHOICE OF A DIURETIC—PRACTICAL THERAPEUTICS. 


Type of Method of Favorable Potency 
Diuretic Specific Drug  Administration*  D.E.:T.1** Estimation*** 


Organomercurial Neohydrin 
Neohydrin 

Mercuhydrin 

Thiomerin 

Cumertilin 

SU-2847 


Yes Not available commercially. 
: Maintenance of edema-free state 

Marked edema, 

Moderate edema, 


Carbonic Diamox 
anydrase inhibitor U4191 
Dirnate 


Maintenance of edema-free state, 
Maintenance of edema-free state. 
None 


Xanthine Mictine 
Aminophylline 


Maintenance of edema-free state. 
None 


Acidifying salts Ammonium chloride 
(alone) 


Enhancement of mercurial diuresis, 


Osmotic Salt-poor human albumin “ow” **Hypoproteinemic” edema. 


* Method of Administration: P=parenterally (I.V. or I.M.), O=orally. 


Favorable D.E.: T.I.= Toxicity occurs with less than 25 per cent frequency at a dose producing an increased sodium excretion of 100 per cent; e.g., th 
dose of Neohydrin orally that produces a 100 per cent increase in sodium excretion is 60mg. of mercury (equivalent) and toxicity occurs less than 15 
ber cent of the time. 


Potency Estimation = Comparative response in sodium excretion using meralluride (Mercuhydrin) as “I.” Potency estimate of intravenous albumin 


has not been investigated by these techniques but clinical experience indicates this “potency.” 


cent, and a potency estimation of 0.6. This favors its 
use in the treatment of moderate edema. It causes less 
pain on subcutaneous administration than does Mercu- 
hydrin. 

The side effects of mercurial diuretics may grossly 
be considered under three main headings: (1) mer- 
curialism; (2) hypersensitivity; and (3) excessive di- 
uresis; i.e., (a) mineral depletion, and (b) vascular 
complications. The subject of mercurial fastness should 
be emphasized at this point. In the progressive course 
of chronic congestive failure, a state will be reached 
where unresponsiveness to mercurial diuretics (mer- 
curial fastness) will occur. This stage may be transient 
as a result of complicating factors, such as hyperme- 
tabolism, from any cause, primary hepatic or renal 
disease, constrictive pericarditis, pericardial effusion, 
or specific myocarditis. Therapy of the complications 
may restore diuresis to mercurials. 

All of the tested carbonic anhydrase inhibitors were 
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effective when administered orally. Diamox, the most 
commonly used carbonic anhydrase inhibitor, is used 
in the maintenance of an edema-free state since it has 
a potency estimation of 0.5, and is not toxic at the dose 
levels studied (250 to 750 mg. per day). Another car- 
bonic anhydrase inhibitor Diuretic C (U-4191) may be 
used rather than Diamox for maintenance of edema- 
free state, since it has the same potency estimation and 
is toxic in less than 25 per cent of the patients tested. 
Dirnate has a low potency estimation and is therefore 
of no value according to our standards. 

Of the xanthine-like diuretics, which are generally 
oral diuretics, Mictine is useful in the maintenance of 
the edema-free state. It has a potency estimation of 
0.5, and is not toxic in more than 25 per cent of the 
patients tested. Orally administered aminophylline, on 
the other hand, has both a high toxicity and a low 
potency estimation. It is therefore not useful in the 
control of edema. 


GP Volume XIV, Number 6 


Madd No 0.5 
No 0.5 
coe Yes 0.5 
Yes 0.5 
No 0.5 
aie No 0.5 
| 
Table 5. 
1 
I 
I 
t 
t 


‘ally. 
State 


Jema. 


DISSEMINATED LUPUS-FLUID 


RETENTION WITH ZINC ACTH 
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nated lupus erythematosus. 


Acidifying salts, such as ammonium chloride, are 
given orally. They have either a higher than 25 per 
cent frequency of toxicity, and/or a potency estima- 
tion of less than 0.5. Ammonium chloride is used, 
therefore, only to enhance mercurial diuretics. 

The potency estimation of intravenous albumin, an 

osmotic diuretic, has not been investigated by these 
techniques, but clinical experiments indicate a po- 
tency estimation of about 1.0, the same as parenteral 
Mercuhydrin. It has a toxicity index of less than 25 
per cent. 
_ The various types of diuretic agents are summarized 
in Table 5 with their relative potency estimations 
based upon Mercuhydrin as a standard. It is obvious 
that the most potent agents are the organomercurials 
parenterally administered, followed by orally adminis- 
tered Neohydrin and the carbonic anhydrase inhibi- 
tor, Diamox. The limitations of Diamox have been 
previously discussed. 
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Figure 14. The use of orally administered Neohydrin is illustrated to 
control the edema associated with ACTH therapy of acute dissemi- 


Diuretic Therapy for Specific Disease Entities 


ConGESTIVE HEART FAILURE 


Since the primary defect in congestive heart failure 
is inadequate cardiac output, every effort should be 
made to place the patient at rest. Digitalis should be 
used under proper circumstances. Of extreme value 
is the use of diuretics. These procedures may be out- 
lined as follows: 

1. Rest (reduce physical and nervous activity). 

2. Low sodium diet (500 mg. or less). 

3. Digitalization. 

4. Parenteral mercurial diuretic initially, e.g. Mer- 
cuhydrin, 2 cc. intramuscularly daily for 3 to 5 days 
until gross edema has disappeared. 

5. Oral diuretics such as Neohydrin, 3 to 8 tablets 
daily for maintenance of edema-free state. If heart 
failure is mild, compensation may also be maintained 
with Diamox (250 mg.) given daily for three con- 
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DIFFERENTIAL DIAGNOSIS OF TWO COMPLICATIONS 
iN THE TREATMENT OF EDEMATOUS STATES. 


Hypochloremic Alkalosis Low Salt Syndro». 


Incidence Common. Relatively uncommo:. 
Prognosis Fair to good. Grave even with proper treatme:.. 


Serum Cl Markedly decreased in greater Decreased moderately but :.. 
proportion than Na. lesser proportion than \.. 


CO, combining power Increased, alkalosis. Decreased, acidosi.. 
Serum Na Slight decrease or normal. Markedly decrease: :. 


N?N No rise early, NPN normal Early azotemia prominent, NP\ 
until late. markedly elevate:/. 


Normal or increased. Decreased to absent. 
Acid range. Alkaline range. 


Decreased ; hemodilution, Increased: hemoconcentration. 
hypotonicity. hypertonicity. 


K deficiency. No characteristic changes. 


DISSEMINATED LUPUS ERYTHEMATOSUS-RESPONSE TO STEROIDS FLUID RETENTION 


Arthritic 


Pain 
Continues 
Symptomatic 


Neohydrin (6 tab.) | 
Alseroxylon 


Prednisone (80 mg.) 
D.C. 

Hydrocortisone and 
Neohydrin (8 tab.) 


Figure 15. The use of Neohydrin to assist in the control of edema and 


hypertension associated with steroid therapy of lupus erythematosus 
is illustrated. 
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secutive days out of each week. In moderate to severe _ to give the drug after a meal in order to avoid nausea 
heart failure, Diamox will rarely be adequate for main- —_ and vomiting. Hypochloremia alkalosis can easily be 
tenance therapy. Then Neohydrin (1 to 2 tablets after avoided if ammonium chloride is given concurrently 
each meal and at bedtime) must be used if the oral — with the administration of mercurial diuretics. 
route of drug administration is to be employed. Other- The sodium deficit in patients with hyponatremia 
wise, parenterally administered mercurial agents must _ may be calculated from the serum sodium values, and 
be given in adequate doses (1 to 4 cc.) andas frequently replacement can be based on such calculations. We 
as necessary to maintain the edema-free state and full _ prefer to base our calculations on extracellular (in- 
cardiac compensation. cluding intravascular) fluid sodium concentrations 
Ultimately failure to respond to mercurials will be —_ using 5 per cent sodium chloride for replacement pur- 
due to progressive impairment of glomerular filtra- poses. Thus 20 per cent of body weight (kilograms) is 
tion to such a degree that little sodium is filtered. _ the approximate volume of the extracellular fluid. The 
Then virtually all of the sodium is reabsorbed, even _ plasma sodium concentration is about the same as the 
after maximal tubular depression with mercurials. extravascular, extracellular fluid sodium concentra- 
Occasionally failure of diuresis will ensue because of tion. Therefore, normal plasma sodium (140 m Eq./L.) 
an electrolyte imbalance, a complication of too vigor- _ minus the measured plasma sodium (milliequivalents) 
ous diuretic measures and too rigid salt restriction or _in the patient, multiplied by the extracellular fluid 
progressive myocardial degeneration. Four electrolyte —_ volume (20 per cent x body weight) equals the amount 
imbalance states have been classified: (1) chronic — of sodium required (in milliequivalents) to correct the 
dilutional hyponatremia, (2) hypochloremic alkalosis, | hyponatremia in the extracellular fluid compartment. 
(3) salt depletion syndrome, and (4) potassium de- One milliequivalent of sodium chloride equals 0.85 
ficiency. cc. of 5 per cent salt. Thus: 
Chronic dilutional hyponatremia is one of the most Body Wt. (Kgms.)X.20[140—(patients plasma sodium in mEq,)] 
serious metabolic derangements and is apparently 85 
unrelated to treatment unless concurrent primary =cc. of 5% sodium chloride to be administered. 
renal disease is present. Under the latter circum- This salt should be given slowly by intravenous in- 
stances, if fluids of low sodium content are given in _ fusion over a period of two hours or more. It is im- 
excess of the kidney’s ability to excrete water, dilu- portant to restrict fluids (especially water) whilc the 
tional hyponatremia results. The syndrome results 5 per cent salt is being given and for some time there- 
from extreme dilution of extracellular fluid. Pre- after. Otherwise the plasma sodium will be diluted 
sumably excessive ADH activity may also cause this again, the blood volume increased and the heart 
syndrome. In the absence of severe primary renal failure aggravated. After 12 hours, thus allowing ade- 
disease in patients with heart failure, the syndrome is _ quate time for equilibrium and stability to occur, the 
indicative of severe myocardial impairment. Serum plasma sodium concentration should again be de- 
sodium and serum chloride are low although total termined. The process must then be repeated if hypo- 
body sodium is excessive. Prognosis is hopeless; re- _natremia continues. It is an error in our opinion to 
placement therapy is seldom successful. attempt to bring sodium levels entirely to normal. 
Hypochloremic alkalosis and salt depletion syn- Furthermore, only if the sodium level is below 125 
drome occur as a complication of vigorous mercurial mEq. is corrective therapy with 5 per cent salt indi- 
therapy and rigid salt restriction. In hypochloremic cated and then only if the clinical symptoms demand 
alkalosis the main deficit is chloride. In salt depletion it (severe oliguria, extreme weakness and lethargy, 
syndrome it is sodium. Clinically there are lassitude, and cerebral symptoms). Otherwise, a liberalized salt 
apathy, anorexia, oliguria and mercurial fastness in intake will suffice. After the syndrome is corrected, 
both. The main differences between the two syn- __ the patient is then treated as a severe cardiac, employ- 
dromes are tabulated in Table 6. Hypochloremic alka- _ ing bed rest, digitalis and diuretics as before. 
losis is also usually indicative of severe myocardial Another complication of diuretic therapy is potas- 
disease. It is difficult to produce this syndrome in sium deficiency. This may precipitate digitalis toxicity. 
normal subjects or in patients with only mild heart Clinically, extreme muscle weakness, cardiac irregu- 
failure. even with vigorous daily mercurial diuretic _larities and abdominal distention are clues that should 
administration, lead to the diagnosis. Ingestion of 6 to 8 ounces of 
Therapy of hypochloremic alkalosis is directed at orange juice on the day of mercurial injection is usu- 
replacement of the appropriate electrolyte, using oral ally adequate insurance against this complication. 
ammonium chloride. For this purpose at least 2 grams Should the complication occur, oral potassium 
(30 xrains) should be given every four hours. It is best chloride in dosages of 2 to 5 grams daily is indicated. 
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PREMENSTRUAL EDEMA 


Since edema is not severe in this entity, it is pos- 
sible to use oral diuretic agents. The regimen may be 
summarized as follows: 

1. Look for ovarian, pituitary or adrenal tumor or 
other cause of hormonal imbalance. 

2. On last 5 to 7 days of the menstrual cycle: 

a. Low sodium diet. 
b. Neohydrin 3 to 8 tablets daily, or 
c. Diamox 250 mg. (1 tablet) daily. 


EDEMA OF PREGNANCY 


Since pre-existing disease may be responsible for 
edema in this entity, a close medical survey must be 
completed. Therapy may be summarized as follows: 

1. Survey for nephritis, toxemia, heart disease, 
cirrhosis or nutritional deficiency. 

2. At first sign of edema: low sodium diet. 

3. If not controlled by diet: Neohydrin 4 to 8 tablets 
daily ; or Diamox 250 mg. every other day if edema is 
not marked, 


NEPHROTIC SYNDROME 


Multiple factors are operative in this entity, includ- 
ing excessive urinary protein loss, decreased glomerular 
filtration, and increased tubular reabsorption of so- 


dium. The treatment may be summarized as follows: 

1. Bed rest. 

2. Low sodium diet. 

3. If first two do not control edema in one week, a 
7-day trial of ACTH administered as 25 units in 
1,000 cc of 5 per cent dextrose in water intravenously 
over an eight-hour period daily or as “gel” in 40 units 
intramuscularly every 12 hours, may be tried. Or, 
Meticorten 10 mg. every 6 hours for 4 doses then 5 
mg. every 6 hours for 8 doses, then 5 mg. every 12 
hours for 8 doses. Diuresis usually occurs as the 
steroid therapy is withdrawn. The mechanism is poorly 
understood. 

4. If no response to above, administer 100 Gm. of 
salt-poor human albumin intravenously every other 
day. This is an expensive procedure. 

5. Finally, parenteral mercurials may be used if 
edema is severe. 


ACUTE GLOMERULONEPHRITIS 


The problem is similar to the nephrotic syndrome, 
but the need for bed rest and salt restriction is more 
emphatic. Treatment may be summarized as follows: 

1. Bed rest. 

2. Low sodium diet. 

3. Control of fluid and electrolyte balances. 

4. ACTH, 25 units in 1,000 cc of 5 per cent glucose 
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in water, intravenously over an eight-hour) riod 
daily for seven days if no response in edema or :icro- 
scopic hematuria after 14 days of bed rest. 

5. Parenteral mercurial, e.g., Mercuhydrin | ce. 
intramuscularly only for life-endangering edema. 

6. Do not use Diamox in the presence of uremia 
with acidosis. It can be lethal under these circum- 
stances. 


Hepatic DIsEAsE 


Since the edema usually originates from inadequate 
protein formation, with reduction in blood osmotic 
pressure, the underlying liver disease should be 
treated. However, other factors such as decreased 
hepatic inactivation of salt-retaining steroids may be 
treated Ly agents acting to block the renal tubular 
reabsorption of sodium. Thus, treatment may be out- 
lined as follows: 

1. Treatment of underlying liver disease by rest and 
diet. 

2. Low sodium diet. 

3. In presence of significant hypoalbuminemia 
(serum albumin less than 3 Gm.) use salt-poor human 
albumin 100 Gm. intravenously every other day to 
achieve diuresis. The expense may be a contraindica- 
tion here- 

4. If inadequate response to intravenous albumin, 
use Mercuhydrin 2 cc. intramuscularly daily as needed 
to control massive edema. 

5. After massive edema is controlled, maintenance 
may be had with oral Neohydrin, 3 to 8 tablets daily. 


NUTRITIONAL EDEMA 


This problem is usually controlled by correcting the 
dietary protein deficit, but pathogenetic factors similar 
to those operating in hepatic disease may be treated. 
General treatment may be outlined as follows: 

1. High protein, high caloric diet. 

2. Mercuhydrin 2 cc. intramuscularly for severe 
edema. 

3. Neohydrin oral tablets 3 to 8 daily for mild 
edema, or 

4. Diamox, 250 mg. daily. This may be alternated 
every other day with Neohydrin. 


STEROID EDEMA 


In the treatment of certain diseases, larger dosages 
of ACTH, cortisone or prednisone may be required. 

In Figure 14 the problems of treatment of dis- 
seminated lupus erythematosus with ACTH is illus- 
trated. The patient required the addition of ACT H 
to basic prednisone therapy, but this was accompanied 
by a 15-pound weight gain (edema). 

By increasing Neohydrin orally from three to eight 
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tablets daily, there was a satisfactory diuresis and con- 
trol of edema. 

In Figure 15 a similar problem presented, but there 
was also a significant hypertension due to a combina- 
tion of the basic disease as well as the large doses of 
hydrocortisone. The hypertension was controlled by a 
centrally acting hypotensive agent, alseroxylon (Rau- 
wiloid) combined with Neohydrin orally. 


Thus the treatment of “steroid edema” may be 
summarized as follows: 

1. Low sodium diet. 

2. Neohydrin orally 4 to 8 tablets daily, dependent 
upon edema. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


HERE'S A HELPFUL HINT... 


Treatment of Subungual Hematoma 


A SUBUNGUAL HEMATOMA is a collection of blood beneath a 
fingernail or toenail usually produced by an injury severe 
enough to cause bleeding from the nail bed. The hematoma 
exerts pressure between the nail and the unyielding bone 
and causes pain and a black discoloration of the nail. 

Surgical treatment entails release of the blood under 
tension, by providing a vent in the nail. The various meth- 
ods employed for this purpose include the use of a nail 
drill, incision of the nail with a scalpel and the rotation of 
a sharp-pointed scalpel through the nail. They are cumber- 
some and necessitate the application of pressure on the 
nail for relatively long periods of time. 

The purpose of this paper is to suggest a method that is 
associated with much less discomfort. Use is made of an 
ordinary paper clip. 

Aseptic precautions are emphasized. No anesthesia is 
necessary. The part is usually soaked in a mixture of 
Septisol and water for 20 minutes. 

Technique. A paper clip is unfolded and shaped to a form 
that is easy to hold. The free end is heated in the flame of 
an alcohol lamp (a cigarette lighter has been used) until 
it glows. It is allowed to cool momentarily and when the 
red glow disappears it is pushed vertically, with steady 
pressure through the nail into the hematoma. Immediately 
on completion of the opening, the blood is evacuated, and 
pain is relieved. 

Particular attention must be paid to the partial cooling 
of the end of the paper clip. If it is used while still glowing, 
there is a tendency to incinerate the blood which causes 
obstruction of the opening. 

In most cases the subungual space in the presence of a 
hematoma of this type is large. However, the operator must 
anticipate the absence of nail resistance upon complete 
perforation, so as to avoid passing through the painless 
hematoma into the very sensitive nail bed. The operator 
can brace the side of his hand on the table to prevent such 
a mishap (Figure 1). 

The entire procedure is completed quickly and is pain 
free. \ small piece of tape is placed over the opening for 24 
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hours. Antibiotics are then unnecessary but tetanus prophy- 
laxis is mandatory. 

The nail is usually not lost. The opening, however, per- 
sists until nail growth permits it to be cut off in the usual 
process of manicure. 

In that type of hematoma which communicates with the 
eponychial space, therapy often consists of merely elevat- 
ing the proximal nail fold. It is felt, however, that this 
opening, because soft tissue is involved, is not infallibly 
permanent. The method proposed is therefore useful in all 
types of subungual hematoma. 


-—Joun K. Donanue, M.D., Washington, D.C. 


Drainage of subungual hematoma by perforation of 
fingernail with a hot paper clip. 
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How to Use 
the Padgett-Hood Dermatome 


BY MAXINE SCHURTER, M.D. 
AND GORDON S. LETTERMAN, M.D. 


Department of Surgery 
George Washington University School of Medicine 
Washington, D.C. 


A SPLIT-THICKNESS skin graft may be easily cut with the 
Padgett-Hood dermatome. The procedure is facilitated 


_ by preliminary practice and adherence to detail (Fig- 


ure 1). 

Preparation of Donor Site. The area is meticulously 
cleansed, prepared and draped. The area is then wiped 
off with ether and covered with a thin, even coat of 
dermatome cement. Contamination of course is con- 
ducive to infection ; this can conyert the split-thickness 
donor site into a granulating wound that may require 
a graft itself. 

Preparing the Instrument. A new blade should be 
used. It is mounted with the beveled edge away from 
the drum (Figure 2). The blade must be tightly secured 
with side screws and knife clamp. A small amount of 
Vaseline is placed on the cross shaft and blade clamp 
to insure even passage of the blade across the bar and 
skin. 

The drum is cleaned with ether and a uniformly 
thin coating of cement is applied. The calibrated dial 
is set at the desired thickness, usually between .010 
and .024 of an inch. 

Taking the Graft. One end of the drum is pressed 
firmly onto the skin, bringing the two glued surfaces 
into apposition. Pressure is continued for several 
minutes. The blade is then moved evenly back and 
forth across the skin. Additional skin is engaged by 
rolling the drum slowly toward the operator (Figure 3). 
Once contact is made between the two glued surfaces it 
should not be broken. As the graft is being taken, the 
sides should be checked. They may be kept even by 
slightly lifting or tilting the drum. When the entire 
length of the graft has been taken, the end is severed 
with a knife blade. 

The graft is then carefully peeled from the drum, 
removing all cement from the skin surface. A powdered 
gauze sponge is often helpful in this maneuver (Figure 
4). The graft is kept between two moist sponges until 
ready for use. 
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Figure 1. The Padgett-Hood Dermatome. 


Figure 2. Blade mounted and in position for use. 


Figure 3. Graft partially cut. 
Figure 4. Peeling the cut graft from drum. 
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Breast Cancer Prognosis in Young Women 


MacDonatp AND Wiicox reviewed all cases of breast 
carcinoma in seven major Los Angeles hospitals from 
1936 to 1950. There were 55 women under 30 years of 
age. The authors concluded that the over-all survival 
rate for five or more years is somewhat more favorable 
inwomen 20 to 30 years of age than that reported for 
large series of patients of all ages. 

The five-year survival rate in young women was 43.4 
per cent. There was no significant relationship be- 
tween duration from the first symptom until treatment, 
and survival in this group of young women. Patients 
seeking treatment in less than six months had a sur- 
vival rate of 34 per cent. Those with longer intervals of 
delay had a survival rate of 54 per cent. This difference 
was thought to be due to the fact that more malignant, 
rapidly growing tumors caused alarming symptoms, 
which caused the patients to seek medical attention 
without delay. 

In one respect survival rates in young women fell 
below those generally reported for all ages. The sur- 
vival rate for young patients with axillary metastases 
was only 21 per cent. There was no relationship be- 
tween the size of the tumor and the survival rate, unless 
the tumor size exceeded 5 cm. When the primary neo- 
plasm exceeded 5 cm. in diameter, there was a sharp 
decline in survival rate to 15 per cent. 

Primary radical mastectomy was recommended as 
the preferred treatment for mammary carcinoma in 
younger women. (Cancer, 9: 281, 1956.) 


Carcinoid Tumors of the Gastrointestinal Tract 


DurennsvcH AND ANDERSON reported a series of 51 
carcinoid tumors of the intestinal tract from St. Lukes 
Hospitai, Chicago. They emphasized the malignant 
potential of these tumors. 

Of the 51 tumors, 38, or 74.5 per cent, were ap- 
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Tips from Other Journals 


pendiceal in location. Five occurred in the small intes- 
tine and four in the rectum. Four of the small bowel 
tumors and two others had metastases. 

The authors stated that metastasis of these tumors 
by lymphatic spread is commonest, but that there may 
be vascular invasion with widespread dissemination. 
They stated that portal spread to the liver is not un- 
common, and that metastases have been reported in 
regional nodes, liver, lungs, bones, spleen and other 
organs. 

Although the percentage of metastases from ap- 
pendiceal carcinoids reported in the literature has 
been low, the authors believe that all carcinoids have 
malignant potentialities wherever in the gastrointesti- 
nal tract they are located. In the cases presented, in- 
vasion of the submucosal, muscular and serosal layers 
of the appendiceal wall occurred frequently. 

The authors found that the incidence of metastases 
in various areas of the gastrointestinal tract paralleled 
the stage in time at which the tumor was detected. 


(Arch. Surg., 73: 21, 1956.) 


Complications of Vaccination 


Over 100,000 primary smallpox vaccinations are per- 
formed each year in Sweden. Lundstrém has analyzed 
the complications of vaccination occurring in a five- 
year period and their treatment with vaccinia immune 
gamma globulin. 

Generalized vaccinia is characterized by the appear- 
ance of a rash on otherwise normal skin, six to 14 days 
after vaccination. These secondary lesions resemble 
smallpox in that they are all in the same stage of de- 
velopment. Healing is rapid, leaving no scars. 

Inoculation vaccinia arises through contact from a 
primary lesion to the skin or mucous membranes of 
the vaccinated subject or of other persons. When the 
eyelids are involved there may be severe edema. Most 
lesions subside rapidly. These secondary lesions may 
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occur in the oral cavity, vulva and perianal region, pre- 
senting diagnostic problems. Localization to the cornea 
is serious, but there was only one instance of this com- 
plication in over 500,000 vaccinations. 

Eczema vaccinatum occurs when the vaccinia virus 
is transmitted to an area of eczema from the primary 
lesion. Severe illness and disfiguring scars may result. 
Mortality rate is between 25 and 40 per cent. 

Gangrenous vaccinia is exceedingly rare. It is char- 
acterized by extensive necrosis at the site of vaccina- 
tion with metastatic processes including osteomyelitis. 
Agammaglobulinemia was found in three of four pa- 
tients in one reported series. 

Fetal vaccinia, equally rare, is the occurrence of 
widespread lesions in premature infants born to re- 
cently vaccinated mothers. (Aside from fetal vaccinia, 
it appears that abortions, stillbirths, prematurity and 
an increased incidence of congenital defects occur 
when mothers receive a positive primary vaccination 
in the first trimester of pregnancy.) 

Postvaccination encephalitis occurs about once in 50,- 
000 primary vaccinations. This type of encephalitis is 
identical to that found in other virus diseases. The 
death rate in this complication in recent years is 0.23 
per 100,000 vaccinations. 

Other complications are vaccination exanthema, be- 
nign, frequently resembling measles—and vaccination 
combined with other illnesses. The latter group is diffi- 
cult to evaluate. However, it appears that brain dis- 
ease, such as epilepsy, may be unfavorably affected by 
vaccination. 

Lundstrém cites several measures that may be ef- 
fective in preventing complications. Inoculations should 
be made at a site inaccessible to the patient—for ex- 
ample, on the back below the spina scapulae. Thus, 
infected material cannot be transferred with his hands. 
Persons with eczema should not be vaccinated, nor 
should those in contact with others who have eczema. 
Cerebral disturbances such as epilepsy are contrain- 
dications to vaccination. Persons with frequent severe 
infections and suspect of possible hypo- or agamma- 
globulinemia should be carefully investigated prior to 
vaccination. Women should not be vaccinated in early 
pregnancy. 

Vaccinia immune gamma globulin is prepared by 
fractionation of blood of newly vaccinated individuals. 
It contains ten to 20 times the content of antibodies to 
vaccinia and smallpox viruses that ordinary gamma 
globulin preparations contain. It should be given 
prophylactically to patients with eczema, epilepsy or 
early pregnancy who are in need of vaccination. Ther- 
apeutically, it is indicated in all the serious complica- 
tions of vaccination. When the special gamma globulin 
is not available, other gamma globulin preparations are 
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recommended in large doses. (J. Pediat., 49: 129, 
1956.) 


Hypoglycemia and Angina Pectoris 


Ir HAS BEEN THOUGHT that insulin-induced hy pogly- 
cemia occurring in diabetic patients with coronary 
artery disease may precipitate attacks of angina or 
even myocardial infarction. 

Judson and Hollander studied 11 patients with 
angina pectoris. During a two-step exercise tolerance 
test, all patients developed angina and electrocardio- 
graphic evidence of myocardial ischemia (S-T depres- 
sion with T-wave inversion). Intravenous insulin was 
given to each patient with an average fall in blood 
glucose of 43 mg. per 100 ml., and an average fall in 
serum potassium of 0.5 mEq. per liter. No patient de- 
veloped angina pectoris. Seven showed definite electro- 
cardiographic changes that usually paralleled falls 
in blood glucose and serum potassium. These were 
unlike changes seen in the exercise test and usually 
consisted of flattening and broadening of T waves 
similar to those seen in hypokalemic states. Three 
developed transient arrhythmias. Except for reduction 
of sweating, pretreatment with a ganglionic-blocking 
agent did not alter the symptoms or electrocardio- 
graphic responses to insulin-induced hypoglycemia. 

Thus, this study indicates that hypoglycemia per 
se is not necessarily the cause for angina pectoris fol- 
lowing excessive doses of insulin. Electrocardiographic 
abnormalities during hypoglycemia are probably due 
to metabolic alterations. The fact that the blood pres- 
sure frequently falls in hypoglycemia, plus failure of 
an autonomic blocking agent to significantly alter the 
responses, suggests that sympathoadrenal neural dis- 
charges are not responsible for the electrocardiographic 
alterations. These experiments may indicate that the 
dangers from insulin-induced hypoglycemia in pa- 
tients with coronary artery disease have been over- 


emphasized. (Am. Heart J., 52:198, 1956.) 


Arterial Necrosis After Resection of Coarctation 


BENSON AND SEALY report two additional cases of a 
rare but frequently fatal complication of resection of 
a coarctation of the aorta, Usually within the first two 
postoperative weeks, abdominal pain and distention 
are noted, sometimes followed by signs of gastrointes- 
tinal hemorrhage. Exploratory operation or necropsy 
usually reveals extensive infarction of the intestines. 
There is extensive necrosis of arterial and arteriolar 
walls in the abdominal viscera. Lesions are limited to 
arteries leaving the aorta below the level of the coarcta- 
tion. 
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The most likely interpretation of this complication 
is that it is related to postoperative alterations in cir- 
culatory dynamics, namely suddenly increased arterial 
pressure in previously low pressure areas. The pres- 
ence of this serious complication should be suspected 
when acute abdominal symptoms develop in the post- 
operative period. (Lab. Invest., 5:359, 1956.) 


Thrombophlebitis as a Sign of Cancer 


DuRING THE PERIOD, 1946 to 1952, at the Mayo Clinic 
there were 15 cases in which thrombophlebitis was the 
first indication of an unsuspected malignant neoplasm. 
In reporting this experience, Woolling and Shick con- 
cluded “*. . . that one is justified in a thorough and con- 
tinuous study to rule out a developing cancer in any 
case in which at least two bona fide episodes of throm- 
bophlebitis have occurred, regardless of the location, 
mildness of intensity, or shortness of duration, provided 
there is no convincing explanation for the throm- 
bophlebitis on some other basis.” 

The appearance of thrombophlebitis antedated the 
diagnosis of the underlying malignant disease by in- 
tervals of from four days to seven months. The onset of 
the venous disease did not necessarily mean that the 
patient was beyond hope of efiective treatment of the 
neoplasm. 

The authors noted that, although the thrombosis 
was a relatively bland process in most instances, some 
patients showed severe inflammatory reaction. In 1] in- 
stances, the thrombophlebitis was in deep veins; in four 
instances superficial veins were involved. Also, in four 
cases, there was evidence of Raynaud’s phenomenon, 
suggesting that arterial thromboses may sometimes 
accompany the thrombosing tendency. That tendency 
was ascribed to increased coagulability of the blood. 

Carcinoma of the pancreas, particularly carcinoma 
of the body or tail, has been thought to be especially 
implicated with peripheral venous thrombosis. How- 
ever, the experience of Woolling and Shick supported 
the thought that any visceral neoplasm may be involved 
(see illustration at right). (Proc. Staff Meet., Mayo Clin., 
31:227, 1956.) 


Extracardiac Anomalies in Congenital Heart Disease 


WAND ANALYZED 200 consecutive necropsy cases of 
congenital heart disease for the incidence of asso- 
ciated extracardiac anomalies. One or more such ex- 
tracardiac anomalies were found in 57 cases (29 per 
cent). Interventricular septal defect, patent foramen 
ovale, coarctation of the aorta and patent ductus ar- 
terlosus were designated as simple cardiac anomalies; 
all others were called complex. Nineteen cases were 


GP December 1956 


SITES OF MALIGNANT NEOPLASM 
IN 15 CASES IN WHICH 
THROMBOPHLEBITIS WAS THE 
FIRST SIGN OF THE DISEASE, 
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found associated with simple congenital heart defects. 
These were usually single and simple anomalies. 
Thirty-eight were found associated with complex car- 
diac malformations, and there were frequently mul- 
tiple and complex extracardiac defects. 

Fifty per cent of cases with interatrial septal defect 
had extracardiac anomalies, and 43 per cent of cases 
with interventricular septal defect. On the other hand, 
no extracardiac anomalies were found in 24 cases with 
transposed great vessels (including the Taussig-Bing 
complex). 

The most common extracardiac anomalies were 
hare-lip and cleft palate, or both. In males, the most 
common anomaly was cryptorchidism. Other common 
malformations included anomalous fingers, clubbed 
hands or feet, Meckel’s diverticulum, atresia or ste- 
nosis of the anus, unilateral agenesis of a kidney, horse- 
shoe kidney, umbilical hernia, partial systemic situs 
inversus with absent spleen, tracheoesophageal fistula 
and mongolism. In general, there was no constant as- 
sociation between a specific extracardiac anomaly and 
a particular type of congenital heart disease. (Lab. 
Invest., 5: 380, 1956.) 


Clinical Uses of Novobiocin 


MARTIN AND ASSOCIATES reported on the clinical effects 
of novobiocin in 34 patients having a variety of in- 


fections. Previous studies by these authors had indi- 
cated that this new antibiotic is especially active 
against strains of Staphylococcus aureus, including 
those resistant to other antibiotics. It had also been 
shown that there is no cross resistance between novo- 
biocin and the more commonly employed antibiotics, 
that the agent is absorbed into the circulation when 
given by mouth, that detectable levels of the agent are 
present in the blood more than 12 hours after such 
administration, that it is freely distributed in the body 
fluids and excreta, and that there is great variation in 
the concentration of the antibiotic in the serum after 
its oral administration. 

Most of the 34 patients who were the subject of the 
authors’ more recent report had infections due to 
Staphylococcus aureus. In general, the agent lived up 
to expectations for controlling infections due to that 
organism. Doses were as follows: 500 mg. every six 
hours for infections of moderate severity, similar doses 
at eight-hour and 12-hour intervals for less serious in- 
fections, and 250 mg. every six to eight hours for 
minor infections. Very young children and infants re- 
ceived 100 mg. every six to eight hours. The authors 
also reported that parenteral administration of novo- 
biocin produces adequate concentrations in the serum, 
but they did not report on dosage schedules. 
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The most frequently encountered untoward re iction 
to novobiocin was allergic dermatitis (noted in tive of 
the 34 cases). Occasionally there was mild gastroin- 
testinal irritation or nausea, but these symptonis did 
not necessitate withdrawal of the antibiotic. Transient 
leukopenia occurred in two patients, but it did not 
persist despite continued use of the agent. 

Other names that have been applied to novobiocin 
include: albamycin, cathomycin, cathocin, cardelmy- 
cin, crystalline acid, PA 93, and streptonivicin. (Proc, 
Staff Meet., Mayo Clin., 31:416, 1956.) 


“Solitary” Pulmonary Metastases 


STRIEDER DESCRIBES criteria for resection of whiat ap- 
pear to be metastatic pulmonary tumors. These can 
be outlined as follows: 
A. Primary lesion apparently completely removed, 
and no evidence of local recurrence. 
B. General condition of patient. 
1. Good general condition. 
2. Absence of serious cardiovascular disease. 
3. Satisfactory results on evaluation of pulmonary 
function. 
C. Exclusion of hopelessly disseminated disease. 
1. Laminagraphy of lungs. 
2. Bone marrow biopsy. 
3. X-ray examination of skeleton. 
4. Acid and alkaline phosphate determinations. 
In a total experience with 22 resections in 20 pa- 
tients, Strieder had four patients who survived more 
than five years (one with disease). (New England J. 
Med., 254:1059, 1956.) 


Effect of Smoking on Peptic Ulcer 


SOME GASTROENTEROLOGISTS have strongly urged pep- 
tic ulcer patients to refrain from smoking cigarettes. 
This advice has been based on the belief that smoking 
causes an increase in the volume and acidity of gastric 
secretions. 

Cooper and Knight found that scientific support for 
that belief was tenuous. Accordingly, they appraised 
gastric secretory activity in 120 patients having peptic 
ulcer. The patients were divided into two groups— 
60 in whom the effect of smoking was tested and 60 
“controls” who underwent similar testing but without 
a period of smoking. In both groups, there were 
significant variations in gastric secretory activity from 
time to time during the test procedures. However, the 
smoking of cigarettes did not produce significant 
changes in the pH, free acid, peptic concentration oF 
peptic output of gastric secretions. (New England J. 
Med., 255:17, 1956.) 
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PREVALENCE OF ALBUMINURIA DUE TO CONGESTIVE HEART FAILURE ITSELF. 


Albuminuria in Heart Failure 


PaTlENTS with congestive heart failure often have 
albuminuria. This raises the question of whether the 
albuminuria reflects independent renal disease or is 
simply one aspect of the cardiac failure. According to 
the data of Race, Scheiffley and Edwards, the albu- 
minuria is often due to the heart failure itself (see dia- 
gram above). 

The degree of albuminuria was correlated positively 
with the degree of heart failure. There was no apparent 
relationship of the presence of albuminuria or of its de- 
gree to etiologic type of heart disease, to presence of 
hematuria, or to the level of the blood urea nitrogen. 
(Circulation, 13:329, 1956.) 


Adenoviruses 


AtrHoucH they had no official status for their recom- 
mendation, a group of virologists have suggested that 
the term “adenoviruses” be used for designating a 
group of related viruses. The first of these viruses to 
be isolated were called adenoid degeneration agents be- 
cause they had been recovered from human adenoids 
removed surgically. Later investigators obtained the 
viruses from patients during an epidemic of acute 
respiratory disease and called the viruses respiratory 
illness agents. Still later, Huebner and his associates 
proposed the term adenoidal-pharyngeal-conjunctival 
(APC) agents or viruses because of their association 


with an illness having the effects indicated in that 
term. 


The sew term has the advantage of simplicity and 
shoul! vive uniformity, The viruses in the group have 
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the following characteristics in common: (1) produc- 
tion of acute infection of respiratory and ocular mu- 
cous membranes with associated follicular enlarge- 
ment of lymph-adenoid tissue in these areas and also 
of regional lymph nodes; (2) distinctive characteris- 
tics in tissue culture; (3) an antigen: unique to the 
group, demonstrable in the complement-fixation test; 
(4) antigenic-type specificity as demonstrated by the 
neutralization test; (5) failure to produce manifest ill- 
ness in commonly used laboratory animals. 

The virologists recommend that the new term be 
coupled with some kind of clinical designation, for ex- 
ample, acute respiratory disease caused by adenovirus 
type 4. To date, 14 serotypes have been designated in 
the adenovirus group. (Science, 124: 119, 1956.) 


Infectious Mononucleosis Hepatitis 


NELSON AND DarraGH studied 22 young men with 
clinical manifestations of infectious mononucleosis 
using liver function tests and liver biopsy in an attempt 
to clarify aspects of hepatitis in this disease. Tests for 
hepatic function showed abnormal values in every 
instance, although the degree of abnormality was slight 
in several cases. Clinical jaundice was evident in only 
one instance, although elevations of total serum bili- 
rubin above 1.2 mg. per cent were found in five. 
Bromsulphalein retention was moderate to high in 18 
patients, the cephalin cholesterol flocculation test was 
positive in all but one patient tested; thymol turbidity 
values were elevated in eight. 

The histopathologic findings of the liver indicate 
that the abnormalities take three main forms: portal 
exudates; invasion of sinusoids by mononuclear cells; 
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and areas of scattered focal necrosis filled with mono- 
nuclear cells. The biopsy specimens were judged 
positive when two or more of the three main types of 
structural abnormalities were noted. In 18 biopsy 
specimens, findings were considered positive. Biopsies 
returned to normal in all but one instance within five 
weeks. In that case of persistent hepatitis, there was 
continuation of the disease for approximately eight 
months. 

In three of the 22 cases, heterophil antibody deter- 
minations remained below diagnostic levels. All three 
had abnormal liver function tests, and two biopsy 
specimens yielded positive findings despite lack of 
confirmation of the diagnosis by the Paul-Bunnell test. 
That all cases showed hepatitis by clinical, laboratory 
or histopathologic studies, and most cases by all types 
of evidence, is proof that patients with this disease 
should be treated for hepatic involvement by appropri- 
ate dietary and rest regimens. (Am. J. Med., 21:26, 
1956.) 


Indications for Commissurotomy 


IN DECIDING whether the time has come to recommend 
surgical enlargement of a stenotic mitral valve, Griffith 
considers three factors: the degree of chronic disability 
of the patient; the improvement, if any, in the patient’s 
condition as a result of proper medical management; 


and the speed with which the patient’s condition is 
deteriorating. Periodic assessment of the patient’s work 
tolerance will furnish the answer to all three questions. 
The author feels that persons in class three of the 
American Heart Association’s classification of func- 
tional capacity, or persons in class two, but rapidly 
approaching class three, are the best candidates for 
surgery. 

However, the author does not deny surgery even to 
patients who cannot be returned temporarily to class 
three. He notes that without surgery, nine in ten such 
patients will die in the next 12-month period, while 
over 65 per cent can be saved by the operation. 

For satisfactory relief of mitral stenosis without un- 
due risk to the patient, it is necessary that the patient 
be a fair surgical risk, that his lesion be primarily 
stenotic, and that his myocardium be capable of re- 
storing normal cardiac output once it is relieved of the 
undue strain imposed by blockage of the pulmonary 
outflow. It is therefore apparent that the heart with 
enlargement of all chambers (which signifies rheumatic 
myocardial fibrosis), intractable right heart failure of 
considerable duration, and extreme debility are con- 
traindications to operation. 

If long-standing pulmonary hypertension has led to 
arteriosclerosis which is manifested by a high vascular 
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resistance on cardiac catheterization, and if the j tient 
shows evidence of uncontrollable right ventricular 
failure with tricuspid insufficiency, engorgement of the 
liver, ascites and edema, little can be expectec from 
commissurotomy. Significant multivalvular disease con- 
stitutes a contraindication to operation at prescut, as 
does a marked degree of mitral insufficiency. Age is no 
longer regarded as a contraindication to operation, 
save for waiting until recurrence of rheumatic activity 
is no longer likely. Thromboembolism is no bar to 
operation. As a matter of fact, it constitutes a strong 
argument in favor of commissurotomy since ablation 
of the left auricular appendage and improvement in 
cardiac output lessens the danger of thromboembolic 
episodes subsequent to commissurotomy. Auricular 
fibrillation and calcification of the mitral valve are not 
considered contraindications to surgery. 

Women with mitral stenosis who are within the 
child-bearing age and have had heart failure with a 
previous pregnancy may undergo commissurotomy as 
a prophylactic measure if they desire to have additional 
children, even though they are not disabled following 
pregnancy. 

Excellent results were obtained in approximately 35 
per cent of the 406 patients who underwent com- 
missurotomy, good results in 30 per cent and little 
improvement in the other 30 per cent. Mortality rate 
was only 3 per cent. Except for cases in which thrombo- 
emboli were a factor, death was due in almost every 
instance to pulmonary insufficiency during the period 
of operation. (Dis. of Chest, 29:605, 1956.) 


Sickle Cell Anemia in Pregnancy 


EISENSTEIN, POSNER AND FRIEDMAN reported nine cases 
of sickle cell anemia in pregnant women, and reviewed 
129 additional cases found in the literature. Thirty of 
the mothers in the entire series of 138 died during or 
shortly after a pregnancy, a mortality rate of 21.7 per 
cent. The mortality rate per individual pregnancy was 
10.5 per cent. The total fetal mortality was 41.9 per 
cent. The spontaneous abortion rate was 19.3 per cent. 
Of pregnancies that reached viability, 22.5 per cent 
terminated as stillbirths or neonatal deaths. The effect 
of pregnancy on sickle cell disease was not clearly 
established, and infertility in sickle cell patients was 
not proven. 

A regimen of management of these cases was oul- 
lined. Weekly hematologic examinations were pet 
formed during the neonatal period. Iron, vitamins and 
liver extract were administered. Transfusions were 
withheld from patients not in crisis. If a crisis or an m- 
fection (respiratory or genitourinary) ensued, imme- 
diate hospitalization and treatment with antibiotics and 


GP Volume XIV, Number 6 


{ 
| 
i 
‘ 


transfusions were regarded as mandatory. ACTH and 
cortisone were suggested for treatment of crises. 
Oxygen and digitalis were employed for dyspnea and 
impending heart failure. Induction of labor was em- 
ployed only near term, if the cervix was “ripe.” Anti- 
biotics were given prophylactically at the onset of 
labor. Sickle cell anemia was not regarded as an in- 
dication for therapeutic abortion. (Am. J. Obst. & 
Gynec., 72, 622, 1956.) 


Serum Amylase in Acute Renal Insufficiency 


MERONEY AND ASSOCIATES reported several cases of 
acute renal insufficiency in which there was coinci- 
dentally an increase in the concentration of serum 
amylase. Sometimes the levels were in the range com- 
monly thought to be associated with acute pancreatitis. 
The authors noted that this might lead to considerable 
confusion in diagnosis when the acute renal insufhi- 
ciency itself or the trauma that precipitated acute renal 
insufficiency was responsible for symptoms suggesting 
peritonitis. 

Since amylase is normally excreted in the urine it is 
not surprising that acute renal insufficiency should 
produce an elevation of serum amylase. The height of 
the serum amylase was thought to be related to the de- 
gree of oliguria. 

In some instances it may also be possible that an in- 
creased production of amylase results from trauma that 
has preceded the onset of oliguria. (New England J. 
Med., 255:315, 1956.) 


lymphomas of the Small Intestine 


Burman anpD VAN Wyk reported 25 cases of lymphoma 
of the small intestine and cecum, and discussed the 
characteristics of this disease. The sites of involvement 
are shown in the diagram at right. Males were affected 
twice as frequently as females. More cases occurred in 
the fifth and sixth decades of life than in other age 
periods. 

The difficulty of clinical diagnosis in intestinal 
lymphoma was ascribed to the failure of the disease to 
produce a typical syndrome. Pain of mild to moderate 
degree, intermittent and localized over the site of the 
lesion, was the most common chief complaint. Nausea 
and vomiting were prominent symptoms, occurring 
with the onset of colicky pain. Weight loss was present 
in 20 patients, changes in bowel habits in 24, and a 
palpable mass in 19. Partial intestinal obstruction was 
Common. Intussusception was present in five patients. 

Four main histologic variants of intestinal lympho- 
ma were described: the small- or large-cell type, the 
reticuluin-cell type, the giant follicular type and the 
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Hodgkin’s type. However, a single specimen some- 
times exhibited more than one of these types. Grossly, 
the commonest finding was a nodular, firm, grayish- 
white lesion, partially occluding the bowel lumen, and 
with its base infiltrating the bowel wall. Infiltration of 
the local mesenteric lymph nodes was found at opera- 
tion in the majority of cases. 

The authors recommend that where it is technically 
feasible to extirpate the entire lesion with its lymphatic 
drainage, this should be done, followed by irradiation. 
In hopelessly extensive growths, or when the patient’s 
condition is precarious, a side-tracking palliative pro- 
cedure was suggested. 

Radiation alone was employed in only two of the 
cases presented. Three five-year survivals were re- 
ported, and three patients were living for periods less 
than five years following the first symptoms. (Ann. 
Surg., 143:349, 1956.) 
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Polycythemia Vera 


IN AN INTERESTING EDITORIAL, Stroebel brings up to date 
the current status of polycythemia vera. He places this 
disease in a general category of myeloproliferative dis- 
orders. To this group also belong the myeloid leuke- 
mias, agnogenic myeloid metaplasia and myelofibrosis 
with myeloid metaplasia. 

Although excessive erythropoiesis is the major fea- 
ture of polycythemia vera, there also may be mature or 
immature leukocytosis of the myeloid type in the 
peripheral blood. In many cases, polycythemia vera 
eventuates in conditions in which erythropoiesis is 
quantitatively normal or subnormal and the major 
feature is leukocytic abnormality. Another hematologic 
development from polycythemia vera is acute leukemia. 
The hematologic sequelae of polycythemia vera have 
been obscured by the high incidence of vascular acci- 
dents, such as *hrombosis or hemorrhage which tend 
to occur within the first year of the disease whereas the 
hematologic sequelae come later. 

Since the widespread use of radiophosphorus there 
has been better control of erythrocytic excess and high 
viscosity, with marked reduction of the incidence of 
vascular accidents. The patients have lived into the 
period in which leukemia and myeloid metaplasia are 
common. In a recent series of 241 patients who had 
polycythemia vera the author reported a total of 13.2 
per cent with hematologic sequelae. 

The classic polycythemic picture rarely offers any 
diagnostic problem. But, as more patients seek routine 
examinations and good laboratory facilities become 
more available, unsuspected instances of erythrocytosis 
without leukocytosis or splenomegaly are uncovered. 
Erythrocyte counts and hematocrit determinations are 
not infallible indications of a true polycythemic state. 
Elevated erythrocyte counts and hematocrit readings 
may occur when the total erythrocyte mass is normal 
but the blood plasma is reduced. This is often called 
“relative polycythemia.” It must be clearly distin- 
guished from mild polycythemia vera. At present, 
determination of the total erythrocyte volume is the 
most widely available method of such distinction. Abso- 
lute erythrocyte volumes exceeding 60 cc. per kilo- 
gram of body weight are unequivocally within the range 
of true polycythemia. Values between 50 cc. and 60 cc. 
per kilogram are equivocal and other evidence should 
be forthcoming if the diagnosis of polycythemia vera is 
to be established. Studies carried out with radioiron 
(Fe 59) are of value when the condition at hand is 
equivocal. In the presence of true polycythemia, radio- 
iron is cleared from the plasma much more rapidly 
than normal. When “relative polycythemia” is present, 
clearance of radioiron from plasma is normal. 
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Routine examination of the bone marrow miv also 
be of value, but procedures for the sampling of arrow 
may yield specimens that are indistinguishable from 
normal or that may even appear somewhat hypoce lular. 
In many instances, however, the marrow will exhibit 
definite hyperplasia of erythrogenic or myeloid ‘ypes. 

Whatever the stimulus that causes polycythemia 
vera, it seems apparent that the disease may vary from 
a simple form that is readily controlled with radio- 
phosphorus to one that involves granulocytic lines, 
metaplastic erythropoiesis and myelopoiesis and resist- 
ance to radiophosphorus therapy. (Arch. Int. Med., 
97 :521, 1956.) 


Sulfadiazine for Nocardiosis 


THE PULMONARY FORM of nocardiosis may produce 
symptoms, physical findings and roentgenographic pat- 
terns of a nonspecific nature, according to Thomas and 
Pulaski. The diagnosis of pulmonary nocardiosis rests 
upon demonstration by smear and culture of the or- 
ganisms from sputum or infected tissue. It is gram- 
positive, sometimes acid-fast, may be bacillary, coccoid, 
branching or filamentous and grows readily aerobically 
at 37° C. or room temperature on ordinary media. 
The importance of etiologic diagnosis is due to the 
observation that in contrast to actinomycosis due to A. 
bovis which is amenable to therapy with several anti- 
biotics, only the sulfonamides offer an effective treat- 
ment for systemic nocardiosis, if an early diagnosis is 
made. In the authors’ case of pulmonary nocardiosis, 
in spite of adequate supportive therapy and proper 
surgical drainage of a complicating empyema, the 
patient’s clinical course did not improve until sulfadia- 
zine therapy was instituted. Following sulfadiazine ther- 
apy, the downhill course was reversed and drainage 
diminished. Bronchopleural-cutaneous fistula even- 
tually sealed off. The patient received sulfadiazine in 
divided doses of 8 Gm. daily during a five-month 
period. (Antibiot. Med. & Clin. Therapy, 3:66, 1956.) 


Treatment of Tinea Capitis 


Crosstanp emphasizes that x-ray epilation is the most 
important single weapon against tinea capitis. This 
method results in a swift sure cure whereas other 
techniques are slow and do not insure against trans- 
mission of the disease from child to child. Yet some 
physicians have hesitated to use x-ray epilation because 
of fears of permanent alopecia, of brain damage, or of 
medical-legal complications. The author emphasizes 
that these fears are groundless provided that the x-ray 
therapy is given expertly and with proper precautions. 


(California Med., 84:351, 1956.) 
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Tricks in Auscultation 


(Southern Medical Association, Washington, D. C., 
Nov. 13.) In utsTentinc to the heart, physicians 
often neglect the area to the right of the sternum be- 
low the level of the second intercostal space. Diastolic 
(and systolic) murmurs typical of aortic insufficiency 
heard louder on the right side may be the first clue to 
one of the following: (1) dissection of ascending aorta, 
(2) aneurysm of the sinus of Valsalva, (3) Marfan’s 
syndrome with cystic medial necrosis of the aorta, (4) 
syphilitic heart disease—Dr. W. Procror Harvey, 
Georgetown University Medical Center, Washington, D.C. 


Sit-up Delivery 


(American College of Surgeons, San Francisco, Oct. 10.) 
CHILDBIRTH appears easier and mechanically more 
efficient when women adopt a semisitting position 
during the second stage of labor. Eighty-six patients 
had babies while supported by an adjustable backrest 
on the delivery table. The semisitting position is a 
closer approximation to the age-old primitive postures 
of kneeling or squatting. The supine position, while 
more convenient for physician and nurse, may well be 
mechanically less efficient and less comfortable for the 
mother herself—Dr. MicuarEL Newton, University of 
Mississippi School of Medicine. 


Sex Abnormalities 


(Ibid, Oct. 10.) More orren than is realized, doctors 
and parents mistake a newborn infant’s true sex, with 
resultant tragedies as they are wrongly reared as boy 
or girl. Careful examinations and tests can determine 
true sex when there are confusing abnormalities, and 
surgery and hormone treatments can do much to 
correct abnormalities.—Dr. Goopricu C. SCHAUFFLER, 
Portland, Ore. 


Here each month are published notes of progress 

tn diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 
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or verification by the editorial staff. 


MEDIGRAMS 


Artificial Kidney 
(Ibid, Oct. 8.) Newest artificial kidney is a long thin 


tube of plastic sausage casing, like that used in custom- 
ary kidney machines. Introduced surgically into the 
small intestine, it aids removal of urea, potassium and 
nitrogen from the blood, even though not in direct 
contact with the blood stream. One end of the tubing 
is closed. Electrolyte and saline fluids are pumped in 
and out of the open end. It has kept dogs alive after 
removal of both their kidneys. For a time it benefited a 
man dying of fatal kidney damage. Less ill persons 
might swallow the tubing to carry them through renal 
crisis.—Dr. Paut R. Scuiorrs, University of Kansas 
School of Medicine. 


Nitrogen Mustard Treatment 


(Ibid, Oct. 9.) IN HoPEs of improving cancer recoveries, 
nitrogen mustards are being sprinkled into the surgical 
wound after removal of cancers of the breast, stomach 
and colon. The mustards also are administered intra- 
venously for three successive days, and again three 
months postoperatively. The goal is to destroy seeds of 
cancer unintentionally missed during surgery, or to 
prevent metastases along blood or lymph channels.— 
Drs. Geratp O. McDonatp, Ernesto P. Cruz and 
Warren H. Cote, University of Illinois College of Medi- 


cine. 


Spray-on Skin Graft 


(Ibid, Oct. 9.) RapBIT EXPERIMENTS raise the possi- 
bility of covering extensive burns with living skin 
which is first mixed in a kitchen blender, then sprayed 
over the burns. A one-inch square of autologous 
healthy skin supplies enough homogenized skin to 
cover ten square inches of burns. The blending 
separates the split-thickness skin into clumps of ten to 
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100 cells. These start islets of new growth which spread 


over the burn. There is one drawback—the grafts con- 
tract more than regular grafts, and subsequent regular 
grafts might well be needed on certain areas—Drs. 
Joun S. Nasarian and Horace J. McCorxtz, University 
of California. 


Post-maturity 


(Ibid, Oct. 10.) THe view may not be well founded 
that pregnancy should be terminated if it continues 
two weeks after term. Among 187 post-mature cases, 
there were eight fetal deaths, but none apparently 
from any hazard due to prolongation of pregnancy. 
The fetal loss might have been higher if all the preg- 
nancies had been terminated either by inducing labor 
under unfavorable circumstances or by Cesarean sec- 


tion.—Dr. Epwarp H. Bisuop, Philadelphia. 


Fractures and Heredity 


(Ibid, Oct. 10.) IN a srupy of several hundred patients 
over 60 years of age, hip fractures were found to occur 
most frequently in persons with blood type A, least 
often in persons of type O. This suggests a possible 
role for heredity in the causation of hip fractures. 
**It is conceivable that those with group A blood have 


shorter life expectancy than group O, and both 
shorter than group B. These matters will have to be 
settled by extensive observations and careful statistical 
evaluation.”—Drs. Joseph A. BuckWALTER and 
Rosert T. Tiprick, Jowa City, Ia. 


Driving Skills 


(New York Academy of Sciences Conference on Meproba- 
mate, New York, Oct. 18.) MEPROBAMATE does not ad- 
versely affect skills necessary in safe auto driving. 
Fifty normal persons were given twice the normal dose 
of the tranquilizer, then subjected to driving and 
steadiness tests, and measurements of vision and 
depth perception. The drug did not impair ability to 
perform these tasks.—Drs. Donato G. Margulis, 
W. Gerarp, E. Ketty, James G. MILLER 
and ANATOLE Rapport, University of Michigan. 


New Virus Family 


(International Symposium on Hepatitis, Detroit, Oct. 25.) 
ONE-FOURTH of specimens of normal human blood and 
100 per cent of specimens from infectious hepatitis 
patients produced cytopathogenic effects on cultures 


of human bone marrow cells. The evidence is sugges- 
tive that the effect is due to the hepatitis virus. Further 
work will show whether the study heralds cultivation 
of a whole new family of virus-like agents carried in the 
blood and possibly causing hepatitis and other diseases. 
In this event, a first step would be taken toward de- 
veloping a hepatitis vaccine and evolving reliable tests 
for the detection of hepatitis in blood and serum.— 
Dr. I. Wiutam McLean, Jr., Parke, Davis & Co., 
Detroit. 


Third Antibiotic Era 


(Fourth Annual Symposium on Antibiotics, Washington, 
D.C., Oct. 17.) THe First ERA in antibiotic therapy 
was that of the narrow-spectrum agents like penicillin 
and streptomycin. Second was the era of broad-spec- 
trum therapy. A third era of synergism and combined 
attack shows “a distinct trend toward combined 
therapy not as an old-fashioned ‘shotgun approach’ . 
but a calculated rational method of attacking the 
problem of resistant organisms.” —Dr. Henry Wetcu, 
director, Antibiotics Division, U.S. Food and Drug Ad- 
ministration. 


Milk Allergy 


(American Academy of Pediatrics, New York, Oct. 9.) 
MILK ALLERGY is one of several causes of gastro- 
intestinal, skin and respiratory symptoms in infants 
and young children. The incidence is low in an un- 
selected group of young infants. The incidence and 
importance of milk sensitivity in allergic children of 
all ages are relatively common.—Drs. Kay D. Bacu- 
MAN and Susan C. Dezs. 


Emotions and Cancer 


(American Cancer Society, New York, Oct. 29.) Exer- 
cisE and balanced emotional life may protect against 
development of some forms of cancer which are in- 
fluenced by hormones. Inactivity and hormonal im- 
balances from emotional stress might play a role in 
initiation of cancer. The experimental clues come from 
mice. When mice were forced to live alone in cages, 
and so presumably were subject to emotional stress, 
breast cancer was much more common than in mice 
living normally in small groups. When exercise was 
restricted, 60 per cent of mice developed cancers, com- 
pared with 40 per cent of those allowed freedom to 
exercise at will on treadmills——Dr. O. MUHLBOCK, 
Netherlands Cancer Institute, Amsterdam. 
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Delayed Breast Feeding 


Q. Mother Nature practices immediate nursing after 
birth. Modern practitioners frequently withhold 
breast feeding 24 to 60 hours. Do the drugs used by 
the physician make delayed feeding a requirement? 
Who is right, the scientific practitioner or Mother 
Nature ? 


A. The short delay before breast feeding after the 
birth of a baby is based on the interval of time required 
for the mother to be completely over the effects of her 
anesthetic and drugs employed during the delivery 
and immediate post-partum period. During this same 
interval, a short observation period is employed to 
determine the infant’s ability to sustain life in the outer 
world. In many instances, it should be perfectly rea- 
sonable to put the infant to breast at about 12 hours 
after delivery ; and certainly in almost every case, other 
than a premature birth or complications in the baby, 
at the end of 24 hours. 

All the evidence would indicate that if favorable con- 
ditions are present regarding mother and infant nor- 
malcy, the earlier the baby is put to breast the better 
it is for mother and infant. The practice of delaying 
breast feeding beyond the absolute minimal interval is 
to be condemned. It has been shown that even a single 
bottle of milk, introduced during the early period of 
breast feeding, has an untoward effect on the pro- 
duction of the mother’s milk. Certainly the value of 
colostrum is not to be doubted and the mixing of 
breast and bottle feedings in the early days of life 
should be avoided whenever possible. 

There should be no conflict between the ‘scientific 
practitioner” and ‘Mother Nature,” and the routine 
employment of a 60-hour delay in putting a baby to 
breast would represent a great hazard to successful 
breast feeding. I would question such procedure as 
being the modus operandi of a “‘scientific practitioner.” 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 


in the appropriate fields of therapy and diagnosis. 


Information Please 


In this connection, I would like to condemn the 
routine procedure in many hospitals of eliminating the 
2:00 a.m. feeding and the substitution of a bottle feed- 
ing at this time. This procedure should be resorted to 
only when complicating maternal conditions exist, 
since it is unphysiologic and is an additional deter- 
rent to successful breast feeding. 


Pigmented Nevus 


Q. An 11-year-old girl has a pigmentéd nevus on the 
calf. This has been present since birth and its en- 
largement has paralleled the normal growth of the 
child. It is roughly rectangular in shape, measuring 
10 cm. in length and 5 cm. in width. The pigmen- 
tation is a dark brown and is solid in the lower and 
mid portion of the lesion. It is spotty in the upper and 
peripheral portions, appearing almost like dark 
freckles with normal skin surrounding them. Only 
the normal hair of the leg is present in the nevus. 
There are several small slightly raised areas in the 
mid portion of the lesion, otherwise it is smooth. The 
lesion has been asymptomatic except for some slight 
psychic trauma which apparently is becoming a little 
more prominent of late. 

Should this lesion be removed in total, should it 
be treated topically, should a biopsy be performed, or 
should a hands-off policy be adopted ? 


A. Though not mentioned, the questioner is con- 
cerned, and rightly so, with the possibility of this 
lesion’s being a malignant melanoma. Such a likelihood 
can be eliminated because of the patient’s age. Never- 
theless, since the child is growing and the nevus is a 
cosmetic blemish, its removal is certainly indicated at 
this time or in the very near future. 

As to the method of its removal, my preference is 
excision, with a substantial but not wide area of sur- 
rounding skin. The advantages of a clean excision, in 
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my opinion, are that the tissue is available for micro- 
scopic examination, largely in this case, as a matter of 
record, that a more thorough removal is possible and, 
finally, that healing is more rapid. 


Absent Knee Jerks 


Q. Would you please give me all the information avail- 
able in regard to summary of literature pertaining 
to the complete absence of the patellar reflex in 
healthy individuals ? 


A. The best readily available summary concerning 
apparent absence of the patellar (and of other deep 
muscle reflexes) is contained in Wartenberg’s Examin- 
ation of Reflexes, The Year Book Publishers, Chicago. 
Under “Basic Principles” this leading authority upon 
reflexes states (p. 9): ‘Some normal persons show 
deep muscle reflexes only in traces even with the most 
delicate technique. The contraction of a muscle on 
being stretched may exist in latent form and become 
distinct, or apparent at all, only when there is a 
functional or organic increase in muscle tonus.”” On 
pp- 21-23 under “‘Method of Reinforcement,” Warten- 
berg explains in detail the maneuvers used to amplify 
a trace jerk. The reader is also referred to Jacobsen 
and Carlson, “The Influence of Relaxation Upon the 
Knee-Jerk” (Am. J. Physiol., 73:324, 1955). 


Best Way to Pierce Ears 


Q. What is the best way to pierce ears for earrings ? 

Is it possible to buy a pair of earrings made of 
stainless steel or something which would have a metal 
point on one end ? Then, they could be pushed through 
easily and worn for months and, when the time came, 
could be replaced by earrings. 

How long do the earrings have to be left in before 
they can be safely removed and not have the hole 
through the ear close with scar tissue? 


A. In reply to your recent note about piercing of the 
ears for earrings, it has been my custom for some years 
to use a gold wire. This wire is about one mm. thick 
and can be cut with a point, so that it is simple to push 
it through the ear lobes in the proper location under 
local anesthesia. A loop is then made of the wire and 
the two ends twisted together. 

I have had patients bring gold earrings which can 
also be used in the same manner. However, these ear- 
rings must be the type that has a closing mechanism 
similar to that of a safety pin. The point is shoved 
through the lobe and then the point is engaged in 
the catch below the ear. 
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It usually takes four to six weeks before the op« ning 
has epithelized sufficiently so that the original ea’ ring 
or wire can be replaced by an earring. 


Tuberculin Test Before BCG 


Q. If a newborn infant has not been vaccinated with 
BCG during his first week of life and lives in a highly 
contagious environment, is it advisable to proceed at 
the age of 1 month without a test ? Or should a tuber- 
culin test be performed beforehand ? What are the 
dangers uf the BCG ts applied after the individual is 


not “anergic” any longer ? 


A. It is not advisable to administer BCG to an infant 
aged 1 month without a tuberculin test. BCG vaccina- 
tion should be delayed until the infant is 2 months old 
and has then had a tuberculin test negative to the first 
test dose (0.00002 mg. P.P.D. to 0.01 mg. O.T.). A 
positive skin reaction to this strength would preclude 
vaccination not only as unnecessary but also as dan- 
gerous. Infants with no reaction may safely be injected 
intradermally with BCG because, with a positive tuber- 
culin reaction to second strength tuberculin only, the 
“Koch phenomenon” type of response to the vaccine 
will not be severe or hazardous. It goes without saying 
that every effort should be made to protect the child 
completely from tuberculous infection during the in- 
terval between birth and the establishment of a positive 
tuberculin reaction six to eight weeks after vaccination. 


Pantothenic Acid Deficiency 


Q. The “Information Please’ column of GP for March, 
1956, included an article entitled “Drug-Induced 
Dizziness.” In the reply to this particular inquiry, the 
answering authority mentioned the use of pantothenic 
acid. The rationale for this treatment is not apparent, 
I would appreciate further elucidation. 


A. I am unaware of any rationale behind the use of 
pantothenic acid in drug-induced dizziness. I do not 
know of any specific drugs which cause a pantothenic 
acid deficiency with the exception of the specific 
analogue w-methylpantothenic acid. It is true that a 
pantothenic acid deficient diet carried for two or three 
weeks will produce in human beings fatigability, weak- 
ness and unsteadiness of gait on arising but apparently 
no frank vertigo. It occurs to this observer that the use 
of pantothenic acid was entirely empirical. For further 
information on pantothenic acid deficiency in the 
human being, I suggest the recent article by Robert 
Lubin, et al., in the American Journal of Clinieal 
Nutrition, July-August, 1956, p. 420. 
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Special Features 


ARCHITECTURAL TRIUMPH OF MEDICINE 


BY DWIGHT H. MURRAY, M.D. 


The dedicatory address for the Academy's new national 
headquarters building was delivered in Kansas City on 
September 1 by Academy Member Dwight H. Murray, 
Napa, Calif., president of the American Medical Asso- 
ciation. More than 400 members and guests heard Dr. 
Murray describe the new building as a symbol of medi- 
cine’s vast progress in constructing medical care facilt- 
ties. — PUBLISHER 


WHENEVER WE CONSIDER medical progress, we usually 
talk about longer life expectancy, decreased infant and 
maternal mortality rates, the virtual elimination of cer- 
tain childhood and adult diseases, the conquering of 
many communicable diseases, and the discovery of 
vaccines, vitamins and “wonder” drugs. Seldom do we 
stop to consider medicine’s vast progress in building 
new medical care and health facilities. 

Scientific progress in medicine deserves to be de- 
scribed with superlative adjectives. Progress in con- 
struction of new medical facilities also deserves similar 
description. 

This new home of the American Academy of General 
Practice is an example of medicine’s tremendous prog- 
ress in erecting modern facilities in every state and 
community in the nation. Let me give you an idea of 
the vast amount of medical building that has been 
taking place. 

1. Hospitals. Last year $680 million was spent on 
construction of new hospitals, and the 177 completed 
hospital projects, including additions, raised the num- 
ber of beds by more than 15,000 units. 
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Additional millions of dollars were spent in 1955 to 
build other medical facilities such as health centers, 
clinics, nurses’ schools and dormitories, and rehabili- 
tation centers. 

2. Medical Schools. In 1955-56, 16 medical schools in 
the United States and one in Canada completed build- 
ing projects costing $65 million. Nineteen schools 
also started new projects valued at approximately $45 
million. 

Just a few weeks ago Stanford University announced 
plans to spend $41 million for expansion and improve- 
ment of its medical school facilities. 


Academy Member Dwight H. Murray, president of the AMA, told 
dedication guests that the new AAGP headquarters building “is 
virtually going to live and breathe.” He pointed to an ever-increasing 
role that the Academy is going to play in the nation’s medical 
progress. 
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This month two new medical schools, Seton Hall 
and the University of Florida, will take in their first 
classes. Last fall the new Albert Einstein Medical 
School opened. Here is proof again that the medical 
profession is vitally interested in training more young 
doctors. 

3. Stateand County Medical Society Buildings. Since 
1953 nine county society headquarters buildings have 
been constructed, ranging in cost from slightly less 
than $100,000 to a half-million dollars each. Nine 
others are building or planning to build. In May of 
this year the state medical association of Mississippi 
dedicated its new headquarters. Several state societies 
have buildings under construction and other state so- 
cieties plan to get their projects under way shortly. 

4. Doctors’ Offices. This is a big category, including 
doctors’ office buildings, medical arts structures and 
medical clinics. Each year hundreds of permits are is- 
sued for construction of doctors’ new office buildings. 
The structures range in price from a few thousand dol- 
lars for a small rural office to five-million dollars for a 
huge metropolitan medical arts building. In these new 
office buildings, regardless of size, doctors offer pa- 
tients superior facilities and equipment, comfort and 
convenience. 

If the cost of all these new medical and health fa- 
cilities—hospitals, medical schools, medical society 
buildings, doctors’ offices and other structures—is 
totaled, we probably would get a figure near one-and-a- 
half-billion dollars! This rate of building new medical 
facilities likely will continue for years to come, so that 
the American people always will have better and better 
medical care. 

Every single medical building erected—whether it 
be a hospital, medical school, doctor’s office or medical 
society structure—is serving the public in many ways. 
In hospitals patients undergo operations, receive treat- 
ment and convalesce. In doctors’ offices patients are 
examined, and ailments are diagnosed and treated. At 
the medical schools future doctors are trained. In 
other medical facilities patients are cared for and 
rehabilitated. 


To ‘Live and Breathe’ 


From the headquarters of medical organizations doc- 
tors receive the latest scientific data on illnesses, treat- 
ments and surgical procedures, and the public gets 
great quantities of valuable health information. From 
front door to back and from top to bottom, the head- 
quarters of a medical organization, such as this new 
home of the American Academy of General Practice, 
is dedicated to aiding the physician, serving the public 
and promoting the betterment of this country’s health. 
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We are not here today to dedicate just a mas: of 
brick, steel and mortar costing hundreds of thousa:ids 
of dollars. We are not dedicating a showpiece; we are 
not dedicating a cold and dead monument. 

This building is virtually going to “live and breatlie.” 
To this building doctors and nonmedical people will 
come to hear, to see and to learn more and more about 
disease and how it can be overcome. In this building 
men and women will strive daily to assist doctors, the 
public and medicine so that together we can provide 
the best medical care for all. From this building will go 
GP, one of the finest medical journals in the world, to 
bring doctors the latest and best postgraduate litera- 
ture in all phases of general practice. 


Role Expands 


I sincerely wish I could put together words that 
would live like this new building is going to “live” for 
medicine, the general practitioners and the public. 

This new home of the American Academy of Gen- 
eral Practice, the second largest medical organization 
in America, is destined to play an ever-increasing role 
in the story of United States medical progress. I am 
sure of this because I know the history of the Academy 
and the caliber of its leaders and members. 

In nine short years the Academy has grown to in- 
clude 22,000 members, each of whom must participate 
in 150 hours of postgraduate training every three years 
to maintain membership. This new home, one of the 
Academy’s original projects, will be used to carry on 
that vigorous self-improvement program. 

As president of the American Medical Association 
and as a general practitioner, I am proud of the Acad- 
emy’s obvious achievements, its large membership, 
this building and GP. I also am proud of what you 
have done for general practice, one of the great seg- 
ments of the medical profession. 

Since 1947 you have revitalized general practice and 
returned it to the place of stature and distinction it 
deserves. In the hospitals you have gained wider priv- 
ileges and assisted in getting residency training pro- 
grams in the field of general practice. In the medical 
schools your influence has done much for the estab- 
lishment of more and better general practice curricula. 
In the practice of medicine you have done great things 
to help restore the close personal relationship between 
doctor and patient. 


Has No Monopoly 


And while you were protecting and advancing the 
position of the general practitioner, you wisely kept 
one sound principle in mind at all times, to subscribe 
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only to those medical and surgical procedures for 
which you are qualified by training and experience and 
to keep within the limitations of your abilities. 

I do believe, of course, that the G.P. is a basic, indis- 
pensable figure in American medicine just as the 
ophthalmologist, radiologist or urologist is. I believe 
that the G.P. is a family doctor, and I would be the first 
to classify myself as both a G.P. and a family doctor. 
However, while the G.P. is a family doctor, he has no 
monopoly on the title. Certainly, many of our col- 
leagues in certain other specialties are qualified to be 
family doctors and they do serve in that capacity. 

However, any G.P., or any other doctor, who at- 
tempts to be a family doctor must be a multiple spe- 
cialist. What is more, he must be able to humanize and 
personalize the practice of modern medicine. General 
practitioners have all learned that skills and knowledge 
are often secondary requisites to the ability to listen, to 
explain, to comfort, support, and diagnose and treat 
the whole person. 

To be a family doctor and a personal physician to 
patients, these things are necessities. The doctor who 
keeps abreast of only the scientific developments in 


medicine without giving considerable effort and study 
to improving his art of medicine is failing himself, his 
patients and medicine. 

This is what makes it doubly tough to be a good 
general practitioner. However, the G.P. who constantly 
improves himself in the art and science of medicine 
need not feel inferior to anyone in medicine; there 
should be pride in his voice when he says he is a G.P. 

Now that G.P.’s have one of the finest medical head- 
quarters in the world, one of the finest medical peri- 
odicals in the world and one of the largest and hardest- 
working medical organizations in the country, you 
have a right to be proud. Even with these grand 
achievements, the individual G.P. also must be con- 
vinced in his own mind that he is doing the most 
within his power for his patients, medicine and general 
practice. 

Thus, as we in general practice dedicate this new 
and handsome structure for the advancement of the 
Academy and its purposes, let us also rededicate our- 
selves individually to work even more diligently so 
that we may offer our patients the best possible medical 
attention in the most warm and understanding manner. 


‘Medicare’ 


PRESIDENT-ELECT Malcom E. Phelps and Board Member 
Fount Richardson represented the Academy on September 
9 in Washington, D. C., at a meeting of the advisory com- 
mittee to the government’s new “Medicare” program. 

Dr. Richardson prepared the following report of the 
meeting for GP: 

“Unfortunately, the conference added no information 
not previously gained at the AMA meeting last July. The 
governmental program is designed to give medical and hos- 
pital care to dependents of men and women in the uni- 
formed services on a hometown basis. Dr. Frank Berry, 
assistant secretary of defense, assured representatives of the 
various medical organizations and the various insuring 
agencies that recommendations of the state medical soci- 
eties would be followed as far as possible. Setting up of 
proper fee schedules is underway in many states at this 
time. 

“The physicians were also advised that the hospital 
portion of the program would probably be managed through 
the Blue Cross or other commercial carriers. 

“The conference avoided, as did the Congress, the sim- 
ple, logical and direct way to accomplish the desired result, 
1.€., (0 pay servicemen satisfactory wages and advise them 
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that it is in the American tradition for our citizens to be 
able to take care of themselves and their families. 

‘The highlights of ‘Medicare’ are: Dependents of serv- 
ice people who live in areas where armed service hospitals 
are not available, may go to any hospital and be treated by 
physicians of their choice. The hospital and the physicians 
make their bills at the standard rate for such services, and 
send them to the designated agent in their state. A fee 
schedule is needed to determine the average fee for services, 
so that the government may be protected against exploita- 
tion. These schedules are now being prepared by 
state medical societies. The 
Department of Defense 
will, on advice from the 
state medical societies, ap- 
point a fiscal agent to do 
the disbursing, so that pay- 
ment can be prompt and 
adequate. The program 
will begin operation De- 
cember 8, and plans are 
progressing rapidly to 
completion. ‘Medicare’ 
was authorized by Con- 
gress in the closing days 
of its last session.” 
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ACTIVE PRIVATE PRACTICE 


1950 
Number Per Cent 


73,079 48.4 


SPECIALIZATION’S 
ALTERED TREND 


Type of Practice 
General Practice 


General Practice with 
special attention 


23,139 15.2 


Limited Specialists 
Grand Totals 


Totals 96,218 63.6 
55,049 36.4 


151,267 100, 


86,948 
68,999 
155,947 


NEw sPECIALTIES, developed as the result of advance- 
ments in medical science, account for today’s increased 
number of specialists. The number of physicians in the 
older specialties is not increasing and is dropping rap- 
idly in a few. It appears that the number engaged in 
general practice has decreased ; but of the total in active 
private practice, the ratio is 56 per cent in general 
practice to 44 per cent in the specialties. If specialists 
who provide services only in conjunction with other 
physicians were excluded, the ratio would probably be 
closer to 60 per cent general practice and 40 per cent 
limited specialties. 

The American Medical Association’s 1956 directory 
of physicians in the United States shows a total of 
219,852 physicians. Of this total, about 156,000 physi- 
cians are in active private practice. These are the phy- 
sicians who are available to the public to provide medi- 
cal care upon request. Most of the others are indirectly 
providing medical care to the people but are not gen- 
erally available in the customary role of a private 
practitioner. 


Increase in Physicians 


Consequently, the Academy is interested in these 
156,000 physicians in active private practice. In various 
advance reports, based on the new directory, on the 
number and distribution of physicians, it would appear 
that there has been a tremendous increase in specialists 
and a decrease in general practitioners since 1950. A 
comparison of figures, taken from the AMA 1950 and 
1956 directories, indicates only a slight increase in the 
total number of physicians in active private practice. 
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Obviously, more physicians are engaged in other types 
of practice because of social and economic changes and 
military requirements. The increased number of physi- 
cians is due to expansion of medical colleges and an in- 
creased number of graduates, but most graduates of the 
past ten years were not in practice when the directory 
was prepared. 

These figures show an 8 per cent decrease in number 
of physicians in general practice in the six-year period 
and an equal increase in the number of specialists. 
However, this does not mean that there has been an 
increase in the number of specialists in each specialty. 
Actually, the increase is due more to development of 
new specialties. 

Dr. Herman C. Weiskotten, chairman of the Ameri- 
can Medical Association’s Council on Medical Educa- 
tion and Hospitals, in a recent report on ‘Trends in 
Specialization” (JAMA, April 14, 1956), stated, “The 
proportion of physicians specializing in eye, ear, nose 
and throat has decreased greatly and there has been 
some decrease in the proportion for public health and 
industrial medicine; but many of the specialties show 
little change over the years. Anesthesiology, pathology, 
and thoracic surgery show a definitely increased pro- 
portion of those specializing.” 

Other examples from Dr. Weiskotten’s study show 
that of the 1940 graduates, 23.8 per cent specialized in 
internal medicine. In the 1945 class, 24.1 per cent be- 
came specialists in internal medicine. For surgery, it 
was 24 per cent of the 1940 class, and of the 1945 class 
only 21.1 per cent. For gynecology and obstetrics, it 
dropped from 10 per cent in 1940 to 8.4 per cent In 
1945. 
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These figures show that the proportion of young 
physicians in the older established specialties obvious- 
ly is not increasing, but new specialties are being de- 
veloped rapidly which result in an increased number 
of specialists. 


Records Ready Soon 


Dr. Frank Dickinson, director of the AMA’s Bureau 
of Medical Economic Research, has made a detailed 
study of types of practice by five-year graduation groups. 
This study shows the trend in type of practice over the 
years, but unfortunately the data is as of April, 1950, 
anda large percentage of the physicians who graduated 
in the ten-year period, 1940 to 1950, were still in mili- 
tary service, internships or residencies in April, 1950. 
In the near future, the Bureau of Medical Economic 
Research should have the records on the graduates of 
that period brought up-to-date. The interests and types 


“The proportion of young physicians in the older specialties is not in- 
creasing. Of the 1940 graduates, 23.8 per cent specialized in internal 
medicine. In the 1945 class, 24.1 per cent became specialists in internal 
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of practice of the young physicians will then be known. 
Dr. Dickinson’s study shows that 51 per cent of the 
1940-1944 graduates were in general practice and 18 
per cent in limited specialties. However, 22 per cent 
were still in residencies and 4 per cent in government 
service. In the five classes, 1945 through 1949, there 
were 25 per cent in general practice and less than 1 per 
cent in limited specialties; but 61 per cent were in in- 
ternships or residencies and 11 per cent in government 
service. 

Not until accurate data is available on the large group 
of graduates not in practice in 1950, will it be possible 
to determine the interests and types of practice of phy- 
sicians who graduated after 1940. There has been a 
decrease in the number of general practitioners in re- 
cent years, but there has also been a decrease in the 
number of some types of specialties. The number of 
physicians in the major established specialties has not 
increased. 


8.4% 


medicine. For surgery, it was 24 per cent of the 1940 class, and of the 
1945 class only 21.1 per cent. For gynecology and obstetrics, it dropped 
from 10 per cent in 1940 to 8.4 per cent in 1945.” 
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A Planned General Practice Residency 


BY PAUL WILLIAMSON, M.D. 
Albuquerque, New Mexico 


Essentials of a good general practice residency are out- 
lined by Academy Member Paul Williamson, M.D., 
Albuquerque, N.M.—PusttsHEr 


‘THE MOST IMPORTANT CONSIDERATION in planning a gen- 
eral practice training program is the relationship it 
establishes between the hospital and physicians in the 
surrounding area. If a hospital establishes an Ob-Gyn 
residency in a community where there is no shortage of 
Ob-Gyn physicians, many of the graduates would not 
remain in the area. No matter how good the program, 
graduates would either scatter or remain in a city 
where they are not needed. 

However, a good general practice program, coupled 
with an active placement service, would probably mean 
that more than 50 per cent of the graduates would 
remain in the general vicinity of the hospital. This 
would prompt a better relationship between the hos- 
pital and outlying doctors and would increase referrals 
to hospital staff members. There would be a better rap- 
port between the metropolitan physician and the gen- 
eral physician in surrounding towns. This is not an 
idle dream. Enough has already been done to show 
that results are good. 

What are the essentials of a good general practice 
residency ? Remember that the actual schedule of resi- 
dency is not as important as certain corollary matters. 
The following proposal for a two-year general practice 
residency includes a brief discussion of each service: 

The residency should begin with a four-month serv- 
ice on internal medicine. The resident should be as- 
signed certain patients, selected at random as they 
come from the admitting suite. These patients are his 
and the staff acts only as consultants. The resident 
probably will not have enough skill to handle all these 
cases and will frequently find it necessary to seek ad- 
vice from the staff. A notably bad feature of most resi- 
dencies is that the resident soon feels like a servant— 
not like a physician. 
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Should Pass Quiz 


When a number of patients are his own responsibil- 
ity subject only to frequent review by the staff, he will 
be much more anxious to give good care. Thus great 
residencies are built. 

Along with his assignment to a number of cases in 
internal medicine, the resident should attend a series 
of staff member lectures covering the common medical 
diseases. He should first be told that he will have to 
pass a difficult oral quiz on internal medicine. This 
should be given by members of the staff at the close of 
his service. No certificate of residency should be given 
until this quiz is passed. 

The quiz should not cover rare diseases. It is un- 
reasonable to expect a general practice resident to 
become an expert in Cooley’s anemia. However, it is 
not unrealistic to expect him to know pneumonia in 
great detail. 

The next four-month period should be devoted to 
pediatrics with about the same organization as the 
internal medicine service. 

The third service should be four months on Ob-Gyn. 
In Gyn, the resident should be allowed to do his own 
surgery—with the Gyn staff man scrubbed in. He 
should be encouraged to learn the routine operative 
procedures. He should not be allowed to attempt the 
very major Gyn efforts, such as the Wertheim oper- 
ation, but he should be able to do an adequate hyster- 
ectomy, an adequate section and various procedures 
on the tubes and ovaries. 


A ‘Hearty Caution’ 


Many will say that the family physician should not 
do these operations. That may be true—but he often 
does do them. Sometimes he must. Teaching him to do 
this surgery will serve a good purpose. It will make 
him better at the operations he feels he must do. He 
will do them anyway, whether or not we teach him. If 
we teach him instead of preach “don’t do it,” he is 
more likely to end up with a hearty caution toward 
Gyn surgery that will result in more referrals for diag- 
nosis and surgery. 

This, too, is no matter of conjecture. It has been 
proved. The country surgeon who gets in one mess 
after another is the man who has not had an oppor- 
tunity to do things rightly. When he learns how difh- 
cult it is to do them correctly, he is more likely to refer 
all puzzling cases. I would rather see a boy leave here 
prepared to do his own hysterectomies and able to 
recognize and refer complicated cases than to see him 
strike blindly out to learn Gyn by himself with conse- 
quent poor results. 
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Surgery, to which the next four months is devoted, 
should be no different from Ob-Gyn. Orthopedic and 
ENT work should be included with surgery. 

The next service should be of two months duration 
and should be entirely devoted to x-ray. The resident 
should read films under the guidance of the staff radi- 
ologist and should be taught as much as possible about 
their interpretation. 


A Bit of Pathology 


This should be followed by a one-month service in 
the clinical laboratory. The resident should not serve 
as a technician but should act as assistant to the di- 
rector of the laboratory. He should learn the common 
tests, their principal sources of error, and the prob- 
lems concerned in interpretation. Particularly should 
he be taught the fallacies in each specific test. 

The next service should be one month of pathology 
wherein the resident does all autopsies; sees and at- 
tempts to read all slides and, essentially, functions as 
hospital pathologist under the chief of service. He is 
not going to learn much pathology in 30 days but if he 
can be inculcated with a healthy respect for the subject 
and a working knowledge of how one goes about estab- 
lishing the pathologic diagnosis, he may be curious 
enough to follow up some of his cases with proper 
pathologic studies. It is only because the subject seems 
so inaccessible that many rural physicians ignore it. 

The remaining four months should be spent in the 
outpatient clinic. The resident should be told repeat- 
edly throughout his training that outpatient care can 
be either a farce or one of the highest skills in medi- 
cine. Proper functioning of the outpatient department 
is the principal regulatory factor in establishing hos- 
pital load. With a highly skilled outpatient depart- 
ment, One can cut down admissions by as much as 40 
to 50 per cent. 


Should ‘Follow’ Patients 


To offer proper general practice training, the out- 
patient department should function as one general 
clinic aided by specialty referral clinics which are 
manned by members of the visiting staff. In this gen- 
eral clinic, the resident should function as nearly like 
the family doctor as it is possible to have him do. 
Patients first seen by him should remain his. 

He should do his own minor ENT, his own minor 
surgery and his own diagnostic procedures—but not 
laboratory tests. He should be allowed to admit a cer- 
‘ain number of patients into the hospital. More im- 
Portant, he should follow them and care for them him- 
self. This is the very essence of a small-town general 
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The student should be required to pass a difficult oral quiz at the end 
of his four-month service in internal medicine. At the conclusion of 
his outpatient service, the doctor should stand an informal oral ex- 
amination covering the whole of his residency. If he passes, he will 
receive a diploma from the hospital. 


practitioner’s work and should be done no matter to 
what service the patient may be assigned. 

‘ The resident should be taught to use various instru- 
ments such as the proctoscope, nasopharyngoscope, 
laryngoscope, and occasionally the cystoscope, on an 
outpatient basis. 

At the conclusion of his outpatient service and, 
thereby, his residency, the doctor should be asked to 
appear before an oral quiz board to stand an informal 
examination covering the whole of his residency. If he 
passes, as most men will, he has earned a diploma from 
the hospital. Only in this way can such a diploma 
mean anything. 


Provide Fine Lectures 


As mentioned earlier, there are other things more 
important than the actual residency schedule. Among 
them are the status of the resident in the hospital. He 
should be close to the top of the hospital hierarchy. 
Actually, the hospital’s reputation depends upon 
what these residents do. Our hope for recognition is 
based upon the young man who makes this hospital his 
training ground. To treat him like a servant is un- 
realistic and asinine. This does not mean that a resi- 
dent should be coddled, Perhaps one might paraphrase 
it by saying he should be “worked to death in a con- 
genial atmosphere.” 


Another question that sometimes occurs to the resi- 
dent is, “Are they interested enough in me to spend 
some money on me?” The answer should be a resound- 
ing “yes.” The hospital should occasionally have the 
finest physicians in the country give lectures as guests 
of the residents. Outside physicians should be invited 
to attend the lectures as guests of the resident staf. 

The hospital should hold a series of seminars for 
discussion of practical facts in medicine. Far too much 
training time is devoted to the extremely theoretical. 
Medicine is applied common sense. 

As a corollary of the residency, the hospital should 
run an active placement service to put residents in 
touch with physicians who need associates and let 
them know about areas without physicians. Such a 
service costs $10 a month or less to run and can bea 
valuable adjunct to the residency program. 

A program such as this can soon place the hospital 
in a position of pre-eminence. It can simultaneously 
solve many of the house staff problems. Such a pro- 
gram may not make it possible to get house staff 
members but it will make it easier than any other 
program now available. There is a desperate need for 
several regional general practice training centers. 

There is a real purpose in staying away from routine 
specialty residencies and perhaps even from intern- 
ships. The field already is overfull without further 
contributions. 
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Natural Childbirth. By H. B. Atlee, M.D. Pp. 79. Price, $2.75. 
Charles C Thomas, Springfield, Ill., 1956. 


THE AUTHOR describes a method used in the Dalhouse 
University Clinic to condition the pregnant woman psy- 
chologically and emotionally to deliver her baby without 
sedation in most cases, and with a minimal amount in 
others. 

The method used in this clinic is presented, step by step, 
to the expectant mother. Training in breathing and exer- 
cises in relaxation are given. 

The expectant mother is surrounded by nurses who have 
borne children of their own and who can offer reassurance 
and support the morale. One chapter describes a layout of 
the obstetric floor plan designed to preserve as much 
home atmosphere as possible in the preliminary stages. 
Sedation and other medication is held to a minimum, and 
atno time is the patient completely unconscious. Occasion- 
ally light sedation is given at the peak of the cervical dila- 
tation, also pudenal block or injection of perineum with 1 
per cent procaine. This method is time-consuming but 
should lead to better obstetrics. 

I recommend this booklet to all who do obstetrics, 
whether specialists or general practitioners. The results of 
the series of cases have been highly satisfactory to the 
mothers and the attending physicians. 

—M. B. M.D. 


The Clinical Psychologist. By William A. Hunt, Ph.D. Pp. 206. 
Price, $5.50. Charles C Thomas, Springfield, Ill., 1956. 


Dk. Hunr has attempted to define in terms of function, 
education and importance, the position of clinical psy- 
chologist. The author orientates his reader with historical 
data regarding the growth and development of American 
psychology since 1900 and integrates the specific history of 
clinical psychology in a somewhat academic flavor. 

There are several enlightening passages on training of 
clinical psychologists, which to the surprise of many medi- 
cal men, equals their own in years and rigidity of standards. 

The technique and value of diagnostic psychologic 
testing is highlighted by Dr. Hunt, and it is noted that 
other medical practitioners are calling upon the psycho- 
logic diagnostician for this service. 
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The main issue of Dr. Hunt’s book is the future position 
of clinical psychology in relationship to psychiatry and the 
underlying tensions of the medical versus the nonmedical 
in the field of psychotherapy. Dr. Hunt stresses that psy- 
chiatric supervision is a must for all psychologists who 
engage in psychotherapy. He believes that psychologists, as 
a professional group, have no desire to operate as inde- 
pendent agents in the practice of psychotherapy. The au- 
thor emphasizes the need for acceptance of clinical psy- 
chology by the psychiatrists and urges collaboration 
between the two professions. 

The author has written his book not only for the psy- 
chiatrist but also for other members of the medical profes- 
sion whose interest and responsibility lie in the physical- 
mental welfare of their patients. 

It is my opinion that this book will be helpful to the 
general practitioner and to the graduate nurse. In all types 
of illnesses they can manage the patient more successfully 
if they have a knowledge of clinical psychology. 

—G. Wise Rosinson, M.D. and Miss Rira WErzEL 


Internal Medicine. A Physiologic and Clinical Approach to Disease. 
By Robert P. McCombs. Pp. 706. Price, $10. The Year Book 
Publishers, Chicago, 1956. 


CONSIDERING THE EXTENT of the body of knowledge which 
falls under the heading “internal medicine,” this book is a 
*thandbook” rather than a textbook. It is a concise sum- 
mary of the field by one author, with a purposeful omission 
of sections devoted to neurology, psychiatry and electro- 
cardiography. 

An outstanding chapter on body fluids and electrolytes 
provides a rewarding review of this subject. In general, 
there is an attempt to present the salient features of diseases 
in regard to mechanisms, clinical findings and therapy. 
One would not look here for fine points, or hints to guide 
the diagnosis or treatment of an individual patient. 

The book is attractively printed and bound, but rather 
sparsely illustrated. It is a handy (9” x 6” x 144") size. 

This, then, is a review text rather than a reference. As 
such, it may be recommended to students as a broad view 
of internal medicine, and to general practitioners in need 
of an up-to-date general summary of the field. 

—Joun C. Rose, M.D. 
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Ulcers of the Legs. By Pedro Piulachs. Pp. 574. Pric:, $15.50, 
Charles C Thomas, Springfield, Ill., 1956. 


Docror Pivutacus is chief professor surgeon in the faculty 
of medicine of Barcelona. There he has gained wide expe. 
rience in the subject about which he writes. His monograph 
appears to have been prepared mainly for specialists jn 
peripheral vascular disorders rather than for other prac. 
ticing physicians. In places, the author presents theories 
that should excite the interest of vascular experts—for ex. 
ample, the thought that all varicose veins are attributable 
to the development of arteriovenous communications. 

This book is difficult to read. Apparently it was trans. 
lated without expert guidance. It tends to be verbose and 
some of the forms of expression are just unfamiliar enough 
to be annoying. It is profusely illustrated. However, most 
of the photographs show various kinds of ulcers and tend 
to become monotonous. Reproductions of x-rays are in the 
form that uses a reversal of tones so that they are somewhat 
difficult to interpret. Diagrams and line drawings for the 
most part are rather crude. References to other writings in 
the literature of vascular diseases are numerous. However, 
most of them are antique. 

Probably the experts in peripheral vascular disorders 
will want to see Ulcers of the Legs. In its present form, the 
book would appear to have little or no value for general 
practitioners. —Huceu H. Hussey, 


The Morphology of Human Blood Cells. By L. W. Diggs, M.D., 
Dorothy Strum, and Ann Bell, B.A. Pp. 181. Price, $12.00. 
W. B. Saunders Co., Philadelphia, 1956. 


THERE ARE MANY BLOOD ATLASES available and the reviewer 
wonders if still another is needed. Certainly a new atlas is 
justified only if it offers something the others do not. Dr. 
Diggs’ excellent book does. Using the recommended 
nomenclature, normal and abnormal cells are described and 
illustrated by photomicrographs and color plates. The 
latter have appeared previously in the popular What’s New, 
an Abbott and Company brochure. 

An outstanding feature is the diagramatic representation 
of cellular morphology, demonstrating color, size and 
structure change during maturation. A brief section is de- 
voted to techniques, methods and suggested reading. 

The book is attractively bound. A spring-back binder 
makes for ease of handling and preserves individuality of 
the plates. The printing is excellent and the illustrations 
superb. The book is strongly recommended for student, 
technician and interested practitioner. 

—Rosert J. GisTon, M.D. 


Physical Diagnosis. 5th ed. By Ralph H. Major and Mahlon H. 
Delp. Pp. 358. Price, $7.00. W. B. Saunders Co., Philadelphia, 
1956. 


‘THOROUGH EXAMINATION of the patient is the basis of medi- 
cal practice. It distinguishes the physician from the 
“healer.” All practitioners can benefit from a review of 
techniques of history taking and physical diagnosis. And 
the value of a good text in physical diagnosis for the 
medical student is obvious. 
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This well-known text is now in its fifth edition and con- 
tinues to serve the above purposes admirably. The senior 
juthor’s renowned interest in classical descriptions of 
disease provides a unique feature. As in the previous edi- 
tions, selected descriptions of physical signs are direct 
quotations from their original discoverers. For the most 
part, these quotations are unexcelled in descriptive power 
and clarity. The book is copiously but judiciously illus- 
rated, and well constructed. 

Physical Diagnosis by Major and Delp is one of a small 
sumber of textbooks on physical diagnosis which is pre- 
cisely that. Many texts with similar titles are greatly in- 
wlved with extensive descriptions of diseases and discus- 
sions of specialized techniques. This book “thas kept its 
head.” It is recommended for the medical student perform- 
ing his first physical examination, as well as for the practi- 
tioner without a recent text on this subject in his library. 
—Joun C. Ross, M.D. 


Diagnosis and Treatment of Peripheral Vascular Disorders. By David 
I. Abramson, M.D. Pp. 537. Price, $13.50. Harper & Brothers, 
New York, 1956. 


IN THE PAST SEVERAL YEARS, a number of excellent mono- 
gaphs have been published on peripheral vascular dis- 
orders. Abramson’s text belongs with those esteemed 
predecessors. It has the advantage of having been prepared 
entirely by one author—an internist who has had special 
interest in peripheral vascular disorders as well as in 
physical medicine. It would seem to fulfill admirably its 
author’s intention—to make knowledge of peripheral vas- 
cular disorders “conveniently accessible to the busy family 
physician.” 

The book is divided into three sections: 

The first part is devoted to differential diagnosis of 
symptoms and signs that mark the presence of peripheral 
vascular disorders. This section includes chapters that deal 
with special diagnostic tests that can be used in the office or 
at the bedside. 

The second section of the book is a conventional presen- 
lation of the entities that are usually considered in connec- 
tion with vascular diseases of the extremities. Interspersed 
throughout this section are numerous tables of differential 
diagnosis. The third section of the book presents anatomic, 
physiologic and pharmacologic facts that are needed for 
an understanding of the mechanism of peripheral vascular 
disorders, 

Because of the way the book is divided, a number of cross 
references are needed and these have been well placed. 
lllustrations have been well selected and definitely enhance 
the text. References to the literature are grouped at the 
ends of chapters and offer a good selection of material, 
most of it quite up to date. The typography and format are 
outstanding. 

In summary, Peripheral Vascular Disorders is a good 
reference text for any practicing physician. The author’s 
mide experience with all types of vascular disorders is 
quite apparent throughout the book. 

—Huveu H. Hussey, 
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Of Water, Salt and Life. An Atlas of Fluid and Electrolyte Balance in 
Health and Disease. Pp. 72. Price, $7.50. Lakeside Laboratories, 
Inc., Milwaukee, 1956. 


Tuis Is AN ATTRACTIVE ATLAS of color plates that schemati- 
cally depict mechanisms of fluid and electrolyte metab- 
olism. A section on basic physiology demonstrates normal 
body fluid compartments and the concept of milliequiva- 
lents ; water and electrolyte content of body excretions and 
the function of the nephron, and the effects of salt and/or 
water depletion and alterations in acid-base balance. 

The pathologic mechanisms at work in edematous 
states, renal failure, gastrointestinal disease, burns and 
shock and other disorders are represented. Additional sec- 
tions deal with the effects of diuretic and antidiuretic 
agents and replacement therapy. 

The graphic devices employed are unique. The concepts 
considered are reduced to their simplest elements, an inter- 
esting teaching technique. However, it is possible that the 
originators of this book have overemphasized the value of 
schematics. In many instances, additional text would pro- 
vide more clarity than the accompanying plate. 

A working knowledge of fluid and electrolyte balance is 
essential and it is commendable to attempt to ease the pain 


of studying this difficult subject. However, it is likely that 


an adequate text with a more judicious use of graphic de- 
vices accomplishes this mission more readily. 
—Joun C. Ross, M.D. 
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Physiology and Pathology of Infant Nutrition. By 1. M.D, 
and Erich Nassau, M.D. Pp, 528. Price, $11.50. Charles ¢ 
Thomas, Springfield, Ill.,.1955. 


PRIMARILY THIS volume is pedantic and designed |»: incipally 
for students or initiates in infant nutrition. A tremendous 
amount of wordage is given to such things as intake and 
elimination of sodium chloride in healthy infants. Likewise, 
page after page is given to food transport in the G I tract, 
Constantly throughout the book Dr. Meyer and Dr. Nassau 
make statements which are hardly based on fact aud which 
are contrary to much of the investigative work of your re. 
viewer, such as, “Diarrhea develops from excessive food 
intake” ; ‘First manifestations of nervousness appear in the 
newborn”; “Swinging and singing, distracting the child 
with a toy become necessary in order to feed the infant”; 
and ‘‘Some of the children remain bad eaters for years.” 
These authors also advocate sedation in what they term 
“nervous infants.” 

Many of the above statements would seem to date this 
book, as would the notation of light bulbs and hot water 
bottles for treatment of the premature and use of sugar with 
tea for treatment of diarrhea. 

Regardless of one’s feelings on nutrition in infants, 
whether they be directed for or against demand, for or 
against the early introduction of solid foods, etc., this 
volume has little to recommend itself to the busy practi- 
tioner. —Watter W. SackETT, JR., M.D. 
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Cerebral Palsy—Advances in Understanding and Care. By Viola 
Cardwell, R.N. Pp. 625. Price, $5.00. North River Press, Inc., 
New York, 1956. 


Viora E. CARDWELL, R.N., has written previously on this sub- 
ject, but in more detail in this book. 

Some of the text is quite technical, but there has been an 
effort to write so that the lay person may receive at least a 
degree of understanding of the cerebral palsy problem and 
methods of treatment. 

It is doubtful that this book would be of sufficient value 
for the average doctor as a permanent addition to his 
shelves. However, that does not in any way detract from 
the interest it arouses in the individual dealing with this 
type of patient. Whether it be technician, nurse, teacher or 
doctor, if the problem of cerebral palsy and its treatment is 
met routinely, I can heartily recommend this book as in- 
teresting and informative. The reviewer is impressed with 
the intelligent and sympathetic presentation of the subject 
matter. —ARTHUR N. Jay, M.D. 


Anesthesia for Obstetrics. By Robert A. Hingson, M.D., and Louis 
M. Hellman, M.D. Pp. 344. Price, $12.50. J. B. Lippincott Co., 
Philadelphia, 1956. 


Tuis is at once one of the most comprehensive but minute 
texts 1 have read—comprehensive because it takes in the 
anatomic, physiologic and pathologic conditions of the pa- 
tient and their relationship to the science of anesthesiology ; 
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minute, because it gives in detail (but not in boring detail) 
everything from the organization of a staff to the most care- 
ful consideration of the type, time, and amount of anesthe- 
sia for the individual patient. 

I recommend this text most highly, not only to the best 
qualified men who may specialize in obstetric anesthesia, 
but also, and particularly, to general practitioners who are 
interested in improving their technique. It is certainly as 
good as any comprehensive refresher course in anesthesia. 

—Rosert M. Myers, M.D. 


Meditations on Medicine and Medical Education. By /. Snapper, 
M.D. Pp, 128. Price, $3.75. Grune & Stratton, Inc., New York, 
1956. 


Tuis 1s an unusually interesting monograph written in an 
unusual style. To one interested in the history of medicine 
as related to medical education or in factors leading up to 
changes in contemporary medical education, the book will 
be found remunerative. 

Starting with the early colonization of the New England 
states, the Holland born and educated author repeatedly 
refers to the influence of the Netherlands on medical de- 
velopment in the American colonies and to integration of 
certain aspects of the neo-Boerhaavian educational con- 
cepts into the American system of medical education. 

The book is divided into three parts, with a definite con- 
tinuity between the parts. The first section depicts the be- 
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= The average sleeper changes his position 
from 20 to 60 times a night; moves around 
from 3 to 5 minutes; takes from 5 to 10 
seconds for each change. 


= Who sleeps like a log? Almost no one. 
In fact, sleep paralysis (from pressure 
on nerves) can result from “sleeping 
like a log.” 

= Plasma volume is reduced while the 


patient sleeps; lactic acid levels of 
the blood are lower. 


#If a person is deprived of sleep for from 
36 to 100 hours, he becomes increasingly 
irritable, may show mental deterioration. 
In most cases, 10 to 15 hours of sleep 

will bring about recovery. 


= In Bali, a masseur-medicine man induces 
sleep by exerting manual pressure on the 
carotid triangle for about two minutes. 


= Lotusate,® new hypnotic-sedative, helps 
the patient to a good night and a good 
morning. Here is a Caplet, not a capsule, 
with everything new to win cooperation 
from patients who hesitate to take the 
same old “sleeping pills.” Caplets® 

are available in new colors, new shape, 
new form—for new success in winning 
restful sleep. Effective in 15 to 30 
minutes for a desirable 6 to 8 hours. 


Lotusate (brand of talbutal) and Caplets, 
trademarks reg. U.S. Pat. Off. 
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ginning of the difficult road which American medic: ie has 
followed. The second part of the book adequately describes 
the introduction of good medical practice in North Amer- 
ica, again calling attention to the medical school of | eyden 
in the Netherlands. This is an excellent resume of the 
Boerhaavain system of teaching clinical medicine. The 
third section of the book pertains to changes in medical 
education in the United States and emphasizes the fas- 
cinating personality of Boerhaave as a clinician and his 
inspiration as a teacher. Here is included the beginning 
antagonism between clinical medicine and medical re- 
search and the influence of this antagonism on medical 
teaching. This thought is carried through the third part of 
the book, involves Abraham Flexner’s monumental report 
on medical education and carries the subject into con- 
temporary medical education. 

The monograph is well written and nicely printed on 
good paper without illustrations. It is neither a text nora 
reference book. It holds no especial interest for the general 
practitioner except for the medical history and develop. 
ment of medical education in the United States. To one 
interested in these subjects, it may be recommended as 
informative, easily read and thoroughly enjoyable. 

J. SHaw, up. 


Essentials of Dermatology. 5th ed. By Norman Tobias, M.D. Pp. 
651. Price, $8.00. J. B. Lippincott Co., Philadelphia, 1956. 
THE BOOK is very thorough and is written in an easily 
readable style. It has many excellent plates, a number of 
them in color, illustrating various skin diseases. The in- 
terest of the book would be further enhanced, however, if 
even more of the plates were in color. I believe Essentials of 
Dermatology would be very helpful to a general practitioner. 

—Car.tTon E. Siri, M.D. 


Electrocardiography. Fundamentals and Clinical Application. 2nd 
ed. By Louis Wolff, M.D. Pp. 537. Price, $13.50. W. B. 
Saunders Co., Philadelphia, 1956. 


THE SECOND EDITION of Electrocardiography, Fundamentals 
and Clinical Application by Louis Wolff, m.p., discusses 
completely the interpretation of cardiograms. This subject 
is clearly developed from a description of fundamental 
cardiac physiology and the normal tracing to an explana- 
tion of how alterations of their phenomena change the 
electrocardiogram. 

Such a presentation provides the reader with a concep- 
tual approach to the reading of cardiograms rather than the 
more difficult and inflexible rote method. The additional 
use of vectors in this new edition aids the reader materially. 
The further addition of several chapters on the arrhyth- 
mias makes this volume a complete but concise textbook on 
the subject. 

The book is printed on glossy paper in easily readable 
print. The diagrams and tables are clearly labeled. The 
text is supplemented with many examples of tracings show- 
ing all the abnormalities discussed. This outstanding 
volume will be of great value to anyone, either to learn or t0 
review electrocardiography. | —JOHN F. MOosHER, M.D. 
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phic Studies. By Lee A. Hadley, M.D. 


The Spine. Anatomico-Radiogr 
Pp. 156. Price, $6.50. Charles C Thomas, Springfield, Ilt., 
1956. 


THis SMALL monograph considers briefly development of the 
spine. It contains an excellent discussion of many of the 
yariant and congenital anomalies and a brief discussion of 
some aspects of the whiplash injuries. The emphasis is on 
correlation of known anatomic findings with roentgen 
studies in patients with known histories. The author has 
long been interested in this special field, and he and his 
colleagues are recognized as authorities. 

The text is short, the illustrations are excellent, and to- 
gether will give a reader information that otherwise would 
require considerable research to obtain. From the viewpoint 
of the experienced clinician in this field, the long-time 
studies are most helpful. 

This little volume is of special interest to the radiologist, 
orthopedist, neurosurgeon, neurologist, rheumatologist 
and the internist. It will serve as a useful reference book 
for the inquiring general practitioner. 

The publisher, Charles C Thomas, has maintained the 
high standard that his publications have set through the 
years. —EvucGEnE P. PENDERGRASS, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received 
from publishers. 


Becoming a Mother. By Theodore R. Seidman, M.D. Pp. 264. Price, 
$3.50. David McKay Co., New York, 1956. 

Emotional Hazards in Animals and Man. By Howard S. Liddell, 
Ph.D. Pp. 97. Price, $2.50. Charles C Thomas, Springfield, Iil., 
1956. 

Environment and the Deaf Child. By Steven Getz, Ph.D. Pp. 173. 
Price, $3.75. Charles C Thomas, Springfield, Ill., 1956. 

A Follow-up Study of War Neuroses. VA Medical Monograph. By 
Norman Q. Brill, M.D. and Gilbert W. Beebe, Ph.D. Pp. 393. 
Price, $2.25, 1956. 

Interprofessional Cooperation for the Improvement of Our Health and 
Welfare. Address Delivered at Marquette University’s 75th Anni- 
versary Conference. Pp. 125. Not for sale. Marquette University 
Press, Milwaukee, 1956. 

4A.M.A. Queries and Minor Notes. Published for the American 
Medical Association. Pp. 334. Price, $5.50. The C. V. Mosby Co., 
St. Louis, 1956. 

Muscle Testing. Techniques of Manual Examination. 2nd ed. By 
Lucille Daniels, M.A., Marian Williams, Ph.D., and Catherine 
Worthington, Ph.D. Pp. 176. Price, $4.00. W. B. Saunders Co., 
Philadelphia, 1956. 

Observations on Krebiozen in the Management of Cancer. By A. C. 
Ivy, Ph.D., John F. Pick, M.D., and W. F. P. Phillips, M.D. 
Pp. 88. Price, $2.50. Henry Regnery Co., Chicago, 1956. 

Polysaccharides in Biology. Edited by Georg F. Springer, M.D. 
Price, $5.00. Josiah Macy, Jr. Foundation, New York, 

United States Army in World War Il. The Technical Services. The Medi- 
cal Department: Hospitalization and Evacuation, Zone of Interior. 
By Clarence McKittrick Smith. Pp. 503. Price, $4.00. Office of the 


Chief of Military History, Department of the Army, Washington 
25, D.C... 1956. 
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Change to 


Lotusate 


brand of talbuta! 


new hypnotic-sedative 
NEW colors 
NEW size 
NEW shape 


purple Caplet 


Hypnotic: 
1 Caplet 15 to 30 
minutes before retiring 


120 mg. (2 grains) 


Bottles of 100 Caplets.® 


Effective: in 15 to 30 minutes 
Duration ;: 6 to 8 hours 
Awakening: as fresh and 
regenerated as 
by natural sleep 


Sedative doses: 

pink Caplet, 50 mg. (34 grain) 

or yellow Caplet, 30 mg. (1% grain) 
2 or 3 times a day. 


Lotusate (brand of talbutal) and Caplets, 
trademarks reg. U.S . Pat. Off. 
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From MOSBY Press! 


Myers “THE INTERPRETATION of the 
UNIPOLAR ELECTROCARDIOGRAM” 


This work is the outgrowth of previous manuals 
— to supplement the Graduate Course in 

ectrocardiography given at Wayne University Col- 
lege of Medicine for many years. The objective is an 
organized presentation of the interpretation of the 
The only basic physics 
included is that considered essential to the interpre- 
tation of the tracing; controversial theories that do 
not contribute to clinical analysis have been omitted. 
Electrocardiographic interpretation in this manual 
has been approached as an entity, in order to facili- 
tate description and evaluation of its contribution to 
cardiology. 


By GORDON B. MYERS. 164 pages (812"x11"). 
Price, $4.75. 


Crossen SYNOPSIS of GYNECOLOGY 


The marked advances in gynecology recorded in the 
Tenth Edition of Crossen ‘Diseases of Women” are 
reflected in this synopsis based on that textbook. 
Included are the new concepts of oogengsis and the 
development of the various ovarian structures, the 
new ideas on the vascular mechanism controlling the 
functioning of the ovarian follicles, and recent ad- 
vances in the cyclic histochemical changes within the 
cellular elements of the endometrium and the ovary. 
In addition to the many new diagnostic techniques 
used in gynecology there is included a discussion of 
the importance of the psychosomatic aspects of 
gynecologic problems from puberty and adolescence 
to the climacteric. Practical suggestions are given for 
therapy in the endocrine and functional disturbances. 


By ROBERT JAMES CROSSEN, St. Louis, Mo. 
Fourth Edition. 256 pages, 132 illustrations. 
Price, $5.25. 


THE Cc. V. MOSBY COMPANY, 
3207 Washington Blvd., St. Louis 3, Missouri. 


Gentlemen: Send me the book(s) checked with (X). 
Myers “Interpretation of Unipolar Electrocardio- 


gram $4.75 


Crossen ‘‘Synopsis of Gynecology” 


Hill ““THE TREATMENT of ECZEMA 
in INFANTS and CHILDREN” 


This book is the outgrowth of a series of five articles 
that appeared in the August-December issues of The 
Journal of Pediatrics. So insistent were the requests 
for reprints of these articles that it was deemed neces- 
sary to make this material available in book form. 
The author's prime purpose was to help the practi- 
tioner in his everyday work in the treatment of 
eczema. Coverage of the book is as follows: General 
Principles of Treatment; Seborrheic Dermatitis: 
Leiner’s Disease; Fungus Infections; Secondary In- 
fection; Infectious Eczematoid Dermatitis; Num- 
mular Eczema; Circumscribed Neurodermatitis; 
Contact Dermatitis; Atopic Dermatitis. 


By LEWIS WEBB HILL. 79 pages, 39 illustrations. 
Price, $4.00. 


Ulett-Goodrich A SYNOPSIS of 
CONTEMPORARY PSYCHIATRY 


Theory is kept to a minimum. The material is organ- 
ized into three general areas: a) history taking and 
diagnostic procedures; b) clinical syndromes; and c) 
therapeutic measures. In the table of contents one 
who is unfamiliar with the field can find the general 
area of his interest at the moment, and then focus 
upon the page or two devoted to material with which 
he is specifically concerned. In addition, an alpha- 
betized general index is provided at the end of the 


book. 


By GEORGE A. ULETT and D. WELLS GOODRICH. 
350 pages. Price, $5.25. 


C Attached is my check. [J Charge my account. 


1 Hill “Treatment of Eczema in Infants and Chil- 

dren” $4.00 

Ulett-Goodrich ‘Synopsis of 
5. 
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Assembly’s Tuesday Program to Concentrate on Pediatrics and Surgery 


Half Day Devoted to Neglected Areas of Children; 
Surgery Seminar and Panel Dominate Afternoon Session 


Tue Turspay (March 26) program of the Ninth An- 
nual Scientific Assembly should be marked “must” on 
the calendar of every general practitioner who has spe- 
cial interests in the fields of pediatrics and surgery. 

In both subject areas, the Committee on Scientific 
Assembly has been careful to avoid the ‘same old stuff” 
approach. In the field of pediatrics, the entire morning 
will be devoted to the “neglected areas” of childhood— 
problems in children which have been discussed too in- 
frequently in lecture and literature, but which can have 
far-reaching effects on the later adult life of the in- 
dividual. Surgery will be covered by a 90-minute semi- 
nar and a one-hour panel discussion, occupying the 
entire afternoon. 

The speakers? The committee went from coast to 
coast to find the best—from Portland, Oregon and 
San Diego, to Boston and Baltimore. (As well as from 
Minneapolis to New Orleans!) 


Children’s Neglected Eyes and Ears 


The first paper of the morning will deal with “The 
Neglected Eyes and Ears of Children” and will be pre- 
sented by Dr. J. Lewis Dill, chief surgeon in the division 
of otolaryngology at Henry Ford Hospital. Dr. Dill, 
who has been a several-time scientific exhibitor at past 
Assemblies, has devoted his entire 21 years of pro- 
fessional work to otolaryngology. He was graduated 
from University ot Toronto, where he interned at 
Children’s Hospital, followed by a residency at Johns 
Hopkins. He joined the staff of Henry Ford in 1935. 
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His numerous contribu- 
tions to the literature have 
included several recent and 
significant discussions on 
the topical use of cortisone. 
He is a member of the 
Otological, Rhinological 
and Laryngological Society 
and the American Academy 
of Ophthalmology and Oto- 
laryngology, among others. 
Dr. Dill points out that 
impaired hearing, congeni- 
tal and traumatic deformi- 
ties and chronic infections 
are the conditions most of- 
ten neglected by parents— 
and most often clinically 
mistreated. He proposes to 
deal primarily with the 
problem of the child with 
either partially impaired 
hearing or total deafness. 
The procedures and diag- 
nostic criteria for differenti- 
ating hearing disorders in 
children will be outlined, 
with suggestions for treat- 
ment and—where neces- 
sary—rehabilitation along 
educational lines. 


—Neglected feet of children . 
within the scope of the fam- 
ily doctor. 
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—Gynecologic disorders of 
the adolescent. 
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Rolled Oats 


are 
NATURALLY 


rich in 
mineral 
content 


Quaker Oats and Mother’s 
Oats, the two brands of oatmeal 
offered by The Quaker Oats 
Company, are identical. Both 
brands are available in the 
Quick (cooks in one minute) 
and the Old-Fashioned varieties 
which are of equal nutrient 
value. 
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A goodly portion of the minerals in the 
oat seed is concentrated in the embryo and 
the outer cellular layers. Since only the in- 
edible hulls are removed in the milling proc- 
ess, the entire mineral content of the edible 
whole grain is retained in ready-to-cook 
oatmeal. 


Cooking in the home neither removes, nor 
lessens, nor vitiates the minerals. 


The content of naturally-occurring iron 
and certain other minerals is notably high 
in oatmeal. In addition to the 4.5 mg. of 
iron in each 100 gm.! of rolled oats (dry), 
other nutritionally available minerals 
include potassium, phosphorus, magnesium, 
calcium, chlorine, copper, iodine, manga- 
nese, sodium, and zinc. The low sodium 
content makes oatmeal well-suited for 
sodium-restricted diets. 

Quaker Oats and Mother’s Oats are re- 
markably uniform in their mineral content, 
since careful selection of the oats used 
avoids the variations which climatic condi- 
tions and soil fertility may impose. 


For its high mineral content, as well as its 
high protein and vitamin content, oatmeal 
merits the physician’s continued recommen- 
dation as a key dish of America’s breakfast. 


1, Watt, B.K., and Merrill, A.L.: Composition of Foods 

—Raw, Processed, Prepared—Washington, D.C., 

United States Department of Agriculture, Agricultural 
Handbook No. 8, 1950. 


The Quaker Oats @mpany 


CHICAGO 
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Gynecologic Disorders 


The second Tuesday speaker will be Dr. Goodrich 
C. Schauffler, assistant clinical professor of obstetrics 
and gynecology, University of Oregon. His particular 
field of interest is pediatric gynecology— which par- 
tially explains why he was selected to discuss ‘tGyne- 
cologic Disorders of the Adolescent.” Further reasons 
for the selection lie in his reputation as a “terrific” 
speaker, his many gynecologic society honors, his au- 
thorship of the international text (there’s a Spanish 
edition) Pediatric Gynecology, and his impressive service 
with UNRRA in China following the ‘Second War.” 
(He served in World War I as a buck private, winning 
the croix de guerre—which he insists was for driving 
an ambulance full of champagne through a heavy ar- 
tillery bombardment.) He was also founder and for 18 
years executive editor of Western Journal of Surgery, 
Obstetrics and Gynecology. 

Dr. Schauffler warns that, despite the sturdy Ameri- 
can stock, frenetic pressures of our age are creating 
serious gynecic problems in adolescent females. For- 
tunately, today’s mores give the physician a greater 
freedom regarding general physicals in this age group. 

He will discuss the absolute indictations for pelvic 
examinations, stressing unusual situations which may 
result in misdiagnoses or erroneous therapy. Included 
will be genital infections, vaginal bleeding, vulvar krau- 
rosis conditioned by the anestrogenic status; anomalies 
of the clitoris; masturbation; urethral prolapse; and 
anomalies of the immature breast. All these subjects 
will be discussed with view to their practical clinical 
aspects and their relation to social problems. 


Children’s Feet 


Immediately following the morning recess, attention 
will be turned to ‘Neglected Feet of Children,” to be 
presented by Dr. William T. Green, clinical professor 
of orthopedic surgery at Harvard Medical School. A 
graduate of Indiana University, with subsequent resi- 
dencies at Henry Ford and Peter Bent Brigham, Dr. 
Green has held his present post for the past ten years. 
He has been chief orthopedic surgeon at the latter 
hospital and at Children’s of Boston for the same length 
of time. His position as director of clinics for the 
Massachusetts Infantile Paralysis Commission also 
dates from 1946. 

In addition to all the most important orthopedic 
groups, his association memberships include the So- 
ciety for Pediatric Research, the Society for Research 
in Child Development and the American Psychiatric 
Association. He is also co-director of the physical 
therapy program at Simmons College. 
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Atthe time of this writing, 
Dr. Green was still out of 
the country on an extended 
tour of foreign medical cen- 
ters, so it was impossible to 
obtain any detailed digest 
of the paper he will present 
next March. 

Earlier, however, he in- 
dicated a deep concern with 
the high proportion of 
orthopedic disorders and 


° ° Lawson Wilkins, M.D. 
anomalies which are unde- —___cyitdren also have endo- 
tected in their insipient crine problems. 


stages during early child- 
hood. 

He suggests that the gen- 
eral practitioner is in a posi- 
tion to play an important 
role in diagnosing many of 
these conditions during the 
period when they are more 
easily amenable to correc- 
tive therapy. He will prob- 
ably review these condi- 
tions and the diagnostic 
and therapeutic procedures 
within the scope of the fa- 
mily doctor. 


Donald B. Effier, M.D. 
—Significant developments 
in the field of open heart 
surgery. 


Endocrine Problems 


The final neglected area of childhood to be studied 
will be presented by Dr. Lawson ‘Wilkins, in a paper 
on “Endocrine Problems in Children.” Dr. Wilkins is 
acting pediatrician in chief at Johns Hopkins Hospital 
and has been associated with Johns Hopkins through- 
out his medical career, except for one year of residency 
at New Haven Hospital. For 25 years he maintained a 
simultaneous private practice in pediatrics. 

His growing interest in the relations of the endo- 
crines to growth and childhood led him in 1946 to take 
up full time research and teaching in pediatric endo- 
crinology. His contributions to this selective field have 
been numerous and far-reaching : Newer, more accurate 
diagnostic techniques to differentiate endocrine dis- 
orders from constitutional variations; cholesterol me- 
tabolism in hypothyroidism and the effects of methy- 
lated steroids on creative metabolism ; protein-anabolic 
and growth-promoting effects of androgens—to name 
a few. 

He has recently been hailed for his studies of the 
adrenogenital syndrome, with demonstrations of corti- 
sone therapy in checking progressive virilization in 
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How to turn the tables 
on a special diet 
“delinquent” 


If a special diet patient gets upset 

about your specifications, he’s 

probably bored with menu-monotony. 

You can help right the situation by 

introducing a greater variety of foods — 

more meal appeal. Gerber offers 4 Cereals, 

over 70 Strained and Junior (minced) Foods 

to perk up ailing appetites. Gerber's Strained 

Foods are kind to delicate digestive systems because 
they're smooth in texture, low in crude fiber, blandly 
seasoned. True flavors, and tempting colors add to appetite interest. 


GOOD SUBJECT MATTER FOR YOU AND YOUR PATIENTS 
More palatable, “full course” menus are possible with Gerber's 

“Special Diet Recipes”— over 96 easy-to-fix dishes, 

f "Ses properly indexed for Bland, Soft, Mechanically 

Soft, Liquid and Low-Residue diets. For 
free copies, write on your letterhead 
Paes 4 —_ — to Dept. 1012-6, Fremont, Mich. 


Gerber. 


CEREALS, STRAINED & JUNIOR FOODS 
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female pseudohermaphrodites. Dr. Wilkins won the 
Borden Award in 1953 and the Francis Amory Prize of 
the American Academy of Arts and Sciences two years 
later. His Diagnosis and Treatment of Endocrine Dis- 
orders in Childhood and Adolescence is an authorita- 
tive text in its field. 

Like the speaker who will precede him, Dr. Wilkins 
has been unable to give an abstract of his lecture at 
this early date. However, since he is recognized as one 
of the world leaders in his field, a stimulating, highly 
informative presentation is anticipated, which should 
increase the effective scope of every family doctor’s 
pediatric practice. 


Advances in Surgery 


The frequent editorial nightmare of the writer of 
this column stems from the understandable difficulty 
which many speakers encounter in delineating, six or 
seven months in advance, exactly what they expect to 
say from the Assembly platform. As an occasional vari- 
ation, however, a speaker is encountered who provides 
a prompt and comprehensive digest of his talk, but is 
reticent to divulge any information about himself. Such 
an individual is the first afternoon speaker on Tuesday, 
Dr. Clarence V. Kusz of Minneapolis. 

He admits to being a surgeon and a fellow of the 
American College of Angiology. We know he is an au- 
thority on peripheral vascular diseases and has a repu- 
tation as an effective, interesting speaker. Beyond that, 
his modesty draws an impenetrable veil. 

However, on the subject of ‘Recent Advances in 
Vascular Surgery” he has a great deal to say. He pro- 
poses to stress the importance of early diagnosis, 
urging that a check on diminished arterial circulation 
be mandatory in the general physical of every indi- 
vidual over 50. 

The basic points in a comprehensive examination 
will be outlined. A series of sympathectomies will be 
reviewed, the proper role of the procedure indicated 
and the contraindications enumerated. The discussion 
will also touch on arterial grafting and thrombectomy, 
with the criteria which favor these procedures and a 
review of available grafting materials. It promises to be 
a concentrated, meaty 30 minutes. 


Thoracic Surgery 


The second discussion on “Advances in Surgery,” 
dealing with the thoracic area, will be presented by 
Dr. Donald B. Effler, chief of the department of 
thoracic surgery at Cleveland Clinic for the past seven 
years. | Je is also associate professor of thoracic surgery 
at the frank E. Bunts Institute. A graduate of Univer- 
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sity of Michigan in 1941, he 
spent five years in the Army 
Medical Corps, emerging as 
a major in 1947. Dr. Effler 
belongs to nearly a dozen, 
professional societies, in- 
cluding the American As- 
sociation of Thoracic Sur- 
gery, the American Tru- 
deau Society, the Central 
Surgical Associationand the 
Society for Vascular Sur- 
gery. He has made 50 con-— guances made in inte 
tributions to the literature. sion of neurosurgical tech- 
Dr. Effler reminds us that niques. 
the most significant recent 
developments in thoracic 
surgery have been in the 
field of open heart surgery. 
To be reviewed in his dis- 
cussion are both the cross- 
circulation techniques and 
the increasingly practical 
variations of pump oxygen- 
ators for extracorporeal cir- 
culation, on the one hand, 
and the more recent devel- 
opments in elective cardiac 
arrest. The details of this 
technique and their appli- 
cation will be presented. 
Since thoracic surgery is not limited to the heart, 
Dr. Effler proposes also to review some of the newer 
procedures in malignant and benign esophageal lesions, 
short esophagus, megaesophagus, acquired strictures 
and diverticula. A brief outline of the modern type of 
protocol combining medicine and surgery in the treat- 
ment of pulmonary tuberculosis will also be covered. 


J. E. Webster, M.D. 


1. S. Ravdin, M.D. 
—One of the President's 
surgeons will be a panelist. 


Neurosurgical Advances 


In the area of neurologic surgical advances, the pro- 
gram committee selected Dr. J. E. Webster, assistant 
professor of surgery at Wayne University (his alma 
mater). After two years of residency, Dr. Webster 
served three years in the Army Medical Corps as a ma- 
jor. His association memberships include the American 
Association for the Surgery of Trauma, the Congress of 
Neurological Surgeons, the Harvey Cushing Society 
and the American Board of Neurological Surgery, 
among others. He is co-author of two textbooks: Opera- 
tive Neurosurgery and Head Injury. He has written more 
than 50 articles, principally in the neurosurgical-re- 
lated fields of head injury and cerebral vascular disease. 
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KARO*‘...meets the need for a completely 
assimilable carbohydrate in infant feeding 


Physicians and parents alike appreci- 
ate the efficacy, convenience and econ- 
omy of Karo Syrup. For this double- 
rich, readily miscible mixture of dex- 
trin, maltose and dextrose is easily 
digested, well tolerated and com- 
pletely utilized. 

Three generations of use as a milk 
modifier have shown that even prema- 
ture babies thrive on Karo...and that 
its use does not induce flatulence, colic, 
fermentation or allergy. 

Karo permits easy adjustment of 


formula and transition from liquid to 
solid food as circumstances demand. 
It may be used with sweet, acid, evap- 
orated, dried or protein milk. Light or 
dark Karo each supply equivalent nu- 
tritive and digestive values... yielding 
60 calories per tablespoonful. 


1906 « SOth ANNIVERSARY + 1956 
CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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Dr. Webster’s discussion will show that commend- 
able advances are being made in the expansion of 
neurosurgical techniques, with standardized proce- 
dures being done earlier and an increase of facilities in 
progressively smaller communities. Improved, safe con- 
trast media and techniques in cerebral angiography 
will be reviewed in particular relation to brain tumors, 
subdural and intracerebral hematomas, aneurysms, 
carotid artery occlusions and other causative factors in 
the “stroke” syndrome. 

The new alcohol injection treatment of Parkinsonism 
will be evaluated, as will also decompression of the 
sensory root of the fifth nerve, in tic douloureux, re- 
placing the present root resection procedure. 

Dr. Webster sums up: “The general practitioner 
can face the patient having a neurological disease with 
greater hopefulness, based on this kind of progress.” 


Panel on Pre- and Postoperative Care 


The final hour on Tuesday will be devoted to a panel 
discussion on ‘*Pre- and Postoperative Care.” Partici- 
pating will be a surgeon, an anesthetist and a general 
practitioner (genus AAGP). The surgeon will be I. 
§. Ravdin, well-known John Rhea Barton professor of 
surgery at the University of Pennsylvania. He is also 
director of the Harrison Department of Surgical Re- 
search at the same institution and surgeon in chief at 
the University Hospital. 

Chairman of the Board of Regents of the American 
College of Surgeons, Dr. Ravdin also numbers member- 
ship in the American Association for the Surgery of 
Trauma, the American Society for Experimental Path- 
ology, the Pan Pacific Surgical Association, and the 
Societe Internationale de Chirurgie. He is senior 
civilian consulting surgeon to the Surgeon General of 
the Army, is himself a brigadier general in the Army 
Reserves, and has a long list of other honors. 

Equally well honored in his own field is Dr. John 
Adriani, professor of surgery (anesthesia) at Tulane 
University since 1947. His more erudite societies in- 
clude the Society for Experimental Biology and Medi- 
cine, the Southern Society for Clinical Research and 
the International Anesthesia Research Society, of 
which he was Honorary President in 1950. He has 


authored five textbooks and 
more than 100 scientific 
papers, is editor of the 
American Lecture Series on 
Anesthesia, is on the Edi- 
torial Advisory Board of GP, 
and has been a three-time 
scientific exhibitor at Acad- 
emy Annual Assemblies. 

The third of this illustri- 
ous trio is Dr. Joseph W. 
Telford of San Diego, Calif., 

John Adriani, M.D. 
recent past president ofthe tine 
California Academy ofGen- gery and GP Advisory Board 
eral Practice. Dr. Telford member. 
says that “being a member 
of AAGP is honor enough for a family doctor” and 
suggests that we concentrate the spotlight on the 
other two panelists. We cannot resist saying, however, 
that he is in every sense a “general practitioner’s family 
doctor,” with a clear appreciation of the role of a good 
general practice man in the surgical theater, and the 
audience can depend on him to keep the areas of 
discussion tuned to general practice. 

It will be pointed out that, despite the dramatics of 
the scalpel, the morbidity and mortality of every opera- 
tive procedure is geared closely to the adequacy of pre- 
and postoperative care. A more complete understand- 
ing of the necessity of adequate, effective circulating 
blood volume and of adequate fluid and electrolyte 
balance; methods useful in preventing and relieving 
distention—these are only a few of the tremendously 
important factors that can increase the patient’s re- 
covery potential. 

It will also be pointed out that the anesthetist’s re- 
sponsibility does not end when the patient is lifted 
from the operating table. Potential dangers include 
asphyxia, vomiting, obstruction, respiratory depression 
and disturbances in ventilation (pneumothorax, bron- 
chial and laryngeal spasm), and circulatory failure. 

Also to be stressed are problems in changes in posi- 
tion, transportation and lifting of patients under the 
influence of narcotics and general anesthesias, The 
tendency of spinal and epidural anesthesia to precipi- 
tate hypotensive states will be reviewed. 


1957 I$ ALMOST HERE. THE ASSEMBLY IS ALSO QUICKLY APPROACHING. HOTEL 
RESERVATIONS MUST BE MADE SOON. SEE HOTEL RESERVATION FORM, PAGE 179. 
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On page 191 of the November GP the photographs of Dr. Ralph A. Reis and Dr. Thomas V. Geppert were erroneously transposed. 
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Report from Carnation Research Laboratory 


Van Nuys, California 


5-Phase Research 


For a half-century, Carnation has 
conducted a continuous and expand- 
ing 5-phase research program in 
dairy and cereal products. 


1. CARNATION FARMS 


a More than fifty years of scientific cat- 
7 tle breeding at Carnation Farms have 


fn resulted in many famous Holstein 
ee champions. Cattle from these famous 2. CARNATION RESEARCH LABORATORY 
.. bloodlines are shipped to dairy farms Newest research facility is the Carna- 
, across the country to help improve tion Research Laboratory at Van Nuys, 


: : California, shown above — one of Amer- 
ica’s most modern laboratories devoted 
to product research. In addition to di- 
rect research in dairy and cereal foods, 
Carnation Laboratory coordinates the 
other phases of Carnation Research. 


3. QUALITY CONTROL RESEARCH 

Laboratories at each Carnation Plant 
exercise rigid day-by-day control of 
Carnation Milk processing. Samples 
from all Carnation plants are rechecked 
at Central Product Control, Oconomo- 
woc, Wisconsin, to assure uniform high 
quality of Carnation Milk everywhere. 


4. SPONSORED ASSOCIATION RESEARCH 
As a member of the National Research 
Council, Evaporated Milk Association, 
National Dairy Council, American Dry 
Milk Institute and many other similar 
organizations throughout the world, 
Carnation contributes importantly to 
the broad research activities conducted 
by these groups. 


CARNATION PROTECTS YOUR 
RECOMMENDATION WITH 


5. SPONSORED UNIVERSITY RESEARCH CONTINUOUS 5-PHASE RESEARCH: 
Carnation sponsors University re- Carnation Farme, BOO 
search in highly specialized fields, Carnation Research Laboratory, 

such as radiation and supersonic Vvi- Carnation Plant Laboratories, 

bration, as related to dairy foods. Cur- 
rent projects are under way at the Mi | 
California and Massachusetts Insti- 


tutes of Technology and the Univer- 


sities of Wisconsin and Illinois. “from Contented Cows 
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Trends and Events in the Nation's Capital 


Health Legislation Supporter Dies 


‘THERECENT DEATH of Repre- 
sentative J. Percy Priest 
will have a marked effect on 
handling of national health 
legislation in the new 85th 
Congress. 

As chairman of the House 
Committee on Interstate 
and Foreign Commerce, 
Representative Priest had 
been an influential figure 
on Capitol Hill, since that 
committee processes the 
majority of health bills. He 
was responsible in large 
part for the fact that the 
1955-56 Congress enacted 
more health legislation than 
any of its predecessors in the past decade. 

When the new session is opened in January, re- 
organization of the Interstate and Foreign Commerce 
Committee is a certainty, with many new members due 
to be appointed. Apart from Election Day casualties, 
the committee has lost—by death—not only its Demo- 
cratic chairman from Tennessee but also Representa- 
tives Carl Hinshaw (R—Calif.) and William T. Grana- 
han (D—Pa.). Another member resigned from Con- 
gress to accept a bench appointment. He was Rep- 
resentative Arthur G. Klein (D—N.Y.). 


The late J. Perey Priest (D- 
Tenn.) Largely responsible 
for passage of more health 
legislation in 1955-56 than 
in any other period in the 
past decade. 


Personnel Switches at PHS 


Dr. Leroy Burney, new Surgeon General of U.S. 

Public Health Service, recently made a number of 
important personnel changes affecting the agency’s 
clinical and hospital activities. 
_ New chief of the USPHS Bureau of Medical Services 
is Dr. John J. Cronin, a native of Ohio. For the past 
seven years he had been head of the Hill-Burton 
program, working with the states on improvement and 
expansion of hospitals with federal financial assistance. 
In his new post, in which he will hold the equivalent 
rank of major general, Dr. Cronin will have general 
Supervision not only of Hill-Burton operations but also 
Public Health Service hospitals, Indian health, foreign 
quarantine enforcement and studies of national nursing 
and denta! resources. 

Dr. Jack Masur, whom Dr. Cronin succeeds as 
bureau chief, has been shifted to directorship of the 
USPHS (‘inical Center at suburban Bethesda, Md. 
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This 500-bed research hospital is a umt ot the National 
Institutes of Health. 

Dr. Vane M. Hoge, associate chief of the Bureau of 
Medical Services, retains that position and assumes 
additional duty as head of the Hill-Burton program. 

Another recent change effected by Surgeon General 
Burney was creation of the new post of Assistant to the 
Surgeon General, with Dr. John Porterfield selected as 
the first incumbent. He resigned as Director of the 
Ohio State Department of Mental Hygiene and Cor- 
rection to return to the USPHS commissioned corps. 


Medical Angles on Court Docket 


When the United States Supreme Court opened its 
1956-57 session in October, its large docket included a 
number of cases with interesting medical angles. 
Lawyers are petitioning the highest tribunal to review 
decisions handed down in lower courts. 

A doctor of osteopathy in California is appealing his 
conviction on charges of prescribing narcotics to a 
person not under his care. His contention is that a 
government agent obtained evidence against him 
through deceit and misrepresentation. 

In another pending case, the pivotal issue is whether 
the constitutional guarantee of due process of law is 
violated, or denied, when a specimen of blood is taken 
from an unconscious person for the purpose of making 
a sobriety test. Outcome of a manslaughter conviction, 
resulting from an auto accident, hinges upon the 
Supreme Court’s decision to grant or deny a review. 

An Oklahoma naturopath is the appellant in another 
case, which has been brought up from the Supreme 
Court of that state. He is contesting its ruling that an 
Oklahoma law excluding naturopathy from licensing as 
a healing art is constitutional. 


Contributory Medical Care Insurance? 


Whether the federal government decides to ask 
Congress to authorize contributory medical care in- 
surance for its more than two million employees may 
depend in large part on results of an unusual survey 
conducted here during the month of October. 

At the request of General Accounting Office, all 
governmental departments and many of the larger 
independent agencies—such as Veterans Administra- 
tion and Civil Service Commission—kept a record in 
October of time consumed by the several thousand 
U.S. workers who serve as monitors for collection of 
premium payments to Blue Shield and Blue Cross 
plans. 

The time-keeping survey was instituted as one part 
of a broad study whose objective is to determine 
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whether it would be practicable for the federal gov- 
ernment to allow its employees to make their premium 
payments through payroll deduction. Should the final 
results be affirmative, it is likely that Congress will be 
asked in 1957 to pass legislation inaugurating con- 
tributory health insurance for federal workers and 
dependents. Cost would be shared by employer and 
employee. 


Tax Relief on CD Activities 


Internal Revenue Service has ruled that taxpayers, 
including physicians, who put money out of pocket in 
connection with voluntary participation in civil defense 
activities are entitled to deduct such unreimbursed 


expenses as contributions or gifts. Travel costs inci- 
dental to attendance at an out-of-town civil defense 
meeting, or symposium, would be deductible. 

Along a similar line, IRS has held that volunteers 
who give of their services to hospitals and churches 
may deduct costs of transportation, uniforms and other 
items associated with such services. 

The revenue bureau, however, has rejected a request 
that travel taken on medical advice be considered, 
from standpoint of expense, under heading of medical 
cost. In this particular instance, the attending phy- 
sician had prescribed change of environment for a pa- 
tient whose illness had been aggravated as a result of a 
traffic accident injury suffered by a close relative. 

—From GP’s Special Washington Correspondent. 


Plans Finalized for Official Functions 
During Assembly Next March in St. Louis 


FINISHING TOUCHES to official functions which will be 
held during the Ninth Annual Scientific Assembly 
next March 25-28 in St. Louis were made at a Sep- 
tember 25-26 session in the Mississippi River City. 

On hand for the meeting were the Executive Com- 
mittee—Board Chairman Fount Richardson, Treasurer 
Charles E. Martin, President-elect Malcom E. Phelps 
and Director Fred H. Simonton; all members of the 
Committee on Scientific Assembly with the exception 
of its chairman, Dr. Robert F. Purtell; Dr. Walter 
Gunn, chairman of the Local Arrangements Com- 
mittee; Mrs. Gunn, chairman of the Ladies’ Enter- 


Dr. Walter Gunn, a leader in Mis- 
sourt Medicine and president- 
elect of the St. Lowis Chapter, is 
chairman of the Local Arrange- 
ments Committee for the March 
25-28 Assembly in his home 
cil. 


Mrs. Walter Gunn has teamed up 
with her husband in working on 
local arrangements. Her role is 
chairman of the Ladies’ Enter- 
tainment Committee and she 
promises some innovations for 
her guests. 


tainment Committee; Drs. Charles O. Metz, Walter C. 
Gray and Preston C. Hall, all of St. Louis; Executive 
Secretary Mac F. Cahal and several members of the 
headquarters staff from Kansas City (see cué). 
Members of the Committee on Scientific Assembly 
who attended were Dr. Elmer Ridgeway, Jr., vice 
chairman, Oklahoma City, Okla.; Drs. Herman E. 


Finishing Touches—This luncheon session at Hotel Jefferson in St. 
Louis brought together representatives of all segments of Assembly 
planning. Shown clockwise around the table are Mr. William G. 
McVay, Kansas City; Board Member Fred H. Simonton, Chicka- 
mauga, Ga.; Dr. John Bender, Winston-Salem, N. C.; Treasurer 
Charles Martin, Ferguson, Mo.; President-elect Malcom Phelps, E/ 
Reno, Okla.; Mr. Greer Hermetet, Kansas City; Dr. Elmer Ridgeway, 
Oklahoma City; Miss Helen Cobb and Executive Secretary Mac F. 
Cahal, Kansas City; Board Chairman Fount Richardson, Fayetteville, 
Ark.; Dr. Walter Gunn, St. Louis, chairman of the Local Arrange- 
ments Committee; Mr. Charles E. Nyberg, Kansas City; Dr. Walter 
Gray, St. Louis; Mrs. Gunn, chairman of Ladies’ Entertainment 
Committee; Dr. Charles O. Metz, St. Louis; Mrs. Wanda Cobb, Kan- 
sas City; Dr. Joseph Devitt, Milwaukee, Wis.; Mr. Walter Kemp, 
Kansas City; Dr. Herman Drill, Hopkins, Minnesota; and Dr. Joseph 
Weiner, Philadelphia, Pa. 
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Horizontal Trendelenburg 


These 12 basic positions of the Ritter Universal 
Table provide amazingly easy accessibility to 
any desired examination and treatment area of 
any of your patients . . . especially the elderly, 
arthritic, cardiac or otherwise infirm. 

Consider these energy-saving features—quiet- 
ly powerful motor-hydraulic base for effortless, 
full 18” patient elevation; smooth hand wheel 


EXCLUSIVELY YOURS 


Contour Chair 


tilt; 180 degree rotation; 7-position rectangular 
headrest cushion; combination kneerest, footrest 
and table top extension; self-energizing automat- 
ic hand lever locks for back and leg sections. 

See your Ritter dealer now for additional in- 
formation and demonstration or write the Ritter 
Company, Inc., 3624 Ritter Park, Rochester 3, 
New York. 
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Drill, Hopkins, Minn.; John R. Bender, Winston- 
Salem, N. C.; Joseph S. Devitt, Milwaukee, Wis. and 
Dr. Louis H. Weiner, Philadelphia, Pa. 

Dr. Gunn, who heads the 1957 Local Arrangements 
Committee, reported that Dr. Hall will head the Regis- 
tration Committee, Dr. Metz will be in charge of the 
Hospitality Committee and Dr. Gray will be chairman 
of the Subcommittee on Scientific Exhibits. 

- Mrs. Gunn has not yet announced her program, but 
she is working on some innovations in entertainment 
for the ladies. 

The Executive Committee which met during the two- 
day session announces that no function for state officers 
is planned during the Assembly. In an earlier fall 
session of the Board of Directors it was suggested that 
if there should not be a State Officers’ Conference on 
Monday evening, March 25, that would be an ideal 
time for chapter cocktail parties and dinners. In any 
event, the Board requested that chapters avoid plan- 
ning breakfasts and luncheons which prevent members 
from attending the scientific sessions or conflict with 
other official functions. 


Patient-Doctor-Hospital Relationships 
Discussed by Four National Authorities 


Hosprrats was the key word in discussions which dom- 
inated one entire day of Colorado State Medical So- 
ciety’s 86th annual meeting held recently in Estes Park. 

The participants were Mr. George Bugbee, director 
of Health Information Foundation, New York; Acad- 
emy President John S. DeTar, Milan, Mich; Dr. Le- 
land S. McKittrick, clinical professor of surgery at 
Harvard University, Boston; and Dr. Kenneth Bab- 
cock, director of the Joint Commission on Accredita- 
tion of Hospitals. 

Each of their subjects tied in with hospitals. Mr. 
Bugbee discussed “Methods of Evaluating Medical 
Care in Hospitals.” President DeTar’s subject was 
“The Generalist, the Hospital, and the AMA.” Sur- 
geon McKittrick chose ‘The Specialist and the Hos- 
pital” and Dr. Babcock’s topic was “Accreditation, 
Its Purposes and Problems.” 

_ The four also joined Dr. C. Wesley Eisele of Denver 
in a panel dicussion of hospital issues with Dr. George 
A. Unfug, Pueblo, acting as moderator. 

The discussion was spirited and the audience re- 
sponded enthusiastically with questions from the floor. 
During this discussion Dr. Eisele disclosed a new 
method of medical audit which requires only a report 
from the hospital medical librarian. 

All physicians are numbered, not named. Each indi- 
vidual report is sent to a professional evaluation head- 
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Panelists on Hospital Relationships— A mong the key contributors to a 
discussion on hospital relationships during Colorado Medical So- 
ciety’s recent annual meeting in Estes Park were Mr. George Bugbee 
(upper left), president of Health Information Foundation; Dr. 
Kenneth Babcock (upper right), director of the Joint Commission 
on Accreditation of Hospitals; Dr. Leland $. McKittrick (lower left), 
clinical professor of surgery at Harvard University; and Dr. J. S. 
DeTar (lower right), president of the American Academy of General 
Practice. 


quarters in Ann Arbor where each patient’s summary 
is put on IBM cards. This agency is headed by Dr. 
Virgil Slee and the advisory committee comes from the 
large national medical organizations. By use of his 
IBM system, Dr. Slee is able to inform a hospital staff 
whether any specific surgeon is removing an abnormal 
percentage of normal appendices, if the Cesarean rate 
is higher than normal; whether an abnormally high 
percentage of removed tissue is normal. 


Audit Plan Lauded 


Dr. DeTar reports enthusiasm for such a project. 
His contention is that this method provides a means of 
evaluation of each physician according to his demon- 
strated competence and results—without personality 
involvement—and without discrimination because of 
classification. 
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GERIATRIC 
STRESSES 
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VISTAB 


The clinical picture of the geriatric patient may be said to be the 
sum total of decades of stresses and strains. Vistabolic® is a new 
gerontotherapeutic preparation designed to help geriatric patients 
bridge periods of unusual stress. It combines both anabolic and 
adrenal hormones with Vitamin B.: with Intrinsic Factor Concen- 
trate in oral tablets, and anabolic and adrenal hormones with high 
concentrate Liver Injection, U.S.P. in the parenteral form. These in- 
gredients provide the geriatric patient with direct support in areas 
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Mr. Bugbee, who was executive director of American 
Hospital Association for many years before he became 
head of Health Information Service, explained the 
programs of the hospital administrator. A great many 
Colorado hospital administrators attended the meeting. 
In his speech, Mr. Bugbee lauded the work of the 
American Academy of General Practice. 

Dr. McKittrick’s concept of surgical privileges 


‘brought forth some lively discussions between him and 


President DeTar. The well-known Boston surgeon 
contributed six major points: 

1. “If the medical staff of the hospital is sincere in 
its efforts to fulfill its responsibilities to the hospital, 
it will strive unselfishly to improve the medical care 
given to the community by a continuing program of 
education and by welcoming to the staff well trained 
young men and women.” 

2. “The family physician is the keystone to American 
medicine. In recent years increasing encroachment 
upon his hospital privileges has deprived him of carry- 
ing out many procedures which, with proper training, 
he could do well.” 

3. “The complexity of enlightened surgical diag- 
nosis and treatment, the importance of an understand- 
ing of the physiological disturbances associated with 
trauma or an operation, the difficulties in obtaining 
broad technical experiences require a long exposure 
tocarefully organized training before the young medical 
school graduate should be privileged to accept the 
surgical responsibilities in any community.” 

4. “In our smaller hospitals the various highly 
trained surgical specialists are not available and anyone 
who accepts and meets the responsibilities of fulfilling 
the surgical needs of the community has only himself 
to depend on.” 

5. “What is really needed in our small hospitals is 
not to keep down the standards of surgery to meet the 
limited qualifications of those doing the surgery, but 
rather ¢o elevate the training requirements for those who 
are to be permitted to do the surgery and to encourage, 
not discourage well trained young men and women to 
come,” 

6. “If we cannot continue to justify limited surgical 
privileges for the practicing physician we cannot indefi- 
nitely continue to approve the limited surgical practices 
by the board certified specialists.” 


The Academy Viewpoint 


Dr. DeTar pointed out that since the Academy is 
devoting its major interest to the evaluation of standards 
of general practice, and since the largest share of all 
Surgery presently is being performed by generalists, 
hot specialists, and since there are thousands of areas 
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in which a physician must engage in general practice, 
there is a tremendous need for surgical training for 
physicians engaging in general practice. 

He stressed the Academy will achieve this objective 
alone if necessary. However, he pointed out that the 
cooperation of the medical schools and surgical so- 
cieties would enable the Academy to do a better job. 

Dr. DeTar then directed the following question to 
Dr. McKittrick: ‘Would you, Dr. McKittrick, sponsor 
programs in the surgical department of the Harvard 
Medical School which would provide the following: 

1. A well rounded rotating internship in prepara- 
tion for general practice. 

2. A two-year residency which would prepare the 
generalist to handle pre- and postoperative care, sur- 
gical diagnosis, plus such procedures as tracheostomy, 
myringotomy, traumatic surgery, basic orthopedic care 
including uncomplicated fractures? Then, with per- 
haps another year of surgical training, such procedures 
as emergency appendectomy, ileostomy, colostomy, 
cholecystectomy ?” 

Dr. DeTar also pointed out that some geographic 
locations require men with this type of training. For a 
physician to be trained in medicine, obstetrics, pedi- 
atrics and psychiatry to the extent demanded by 
general practice, and in addition to be forced to con- 
tinue training in surgery to board qualifications is 
expecting the impossible. 


Answers “No” 


Dr. McKittrick was vehement in his attitude that 
surgery should be performed only by qualified surgeons 
and he replied that he would never sponsor such a 
partial surgical training program at Harvard. 

Dr. McKittrick, a regent of the College of Surgeons 
and a highly respected member of the surgical group, 
then countered with the following question to Dr. 
DeTar: 

“Dr. DeTar, has the American Academy of General 
Practice ever decided what a generalist should do? 
Have you ever determined standards for a two-year 
training course, a three-year training course, a four- 
year training course? The American College of Sur- 
geons is just waiting for the Academy to set its own 
standards, and we are anxious to be of assistance.” 

Dr. DeTar answered that the Joint Committee on 
General Practice Residency Program is presently 
studying these problems, attempting to elevate stand- 
ards in training 

Another of the key speakers—Dr. Kenneth Babcock 
—reiterated the stand of the Joint Commission on 
Accreditation of Hospitals on nondiscrimination be- 
cause of classification. 
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Likes ‘Generalist’ Name 


He also asked to go on record as liking the term 
“generalist” because of its descriptive connotation. He 
believes the family doctor is as entitled to its usage as 
the orthopedist or gynecologist is entitled to the word 
specialist. 

He stressed that since the inception of the Joint 

‘Commission, the commissioners have strongly affirmed 
and do reaffirm that privileges on hospital staffs should 
be given to physicians based on the individual phy- 
sician’s ability, qualifications and competency and not 
on whether he belongs to a certain group or society. 

The major premise on which the JCAH is based is 
“quality medical care to patients, administered by 
competent qualified physicians living up to their re- 
sponsibilities and the evidence documented.” 

Dr. Babcock stressed the last two phrases. He said 
90 per cent of physicians have good individual stand- 
ards but collectively they have not been willing to stand 
up and criticize, discipline or in any way challenge 
the action of a wrong 10 per cent. This has led to much 
public criticism when hidden facts have come out. The 
question is asked: “Am I my brother’s keeper?” Dr. 
Babcock stressed that physicians have got to answer 
“yes” and mean it. 


Medical School Curriculum Involved 
In Overproduction of Specialists 


AT A RECENT MEETING of the AMA’s Committee on 
General Practice Prior to Specialization, it was gen- 
erally agreed that medical school production of gener- 
alists has fallen to a dangerous level and that too 
many specialists are being produced, Academy Presi- 
dent J. S. DeTar, a visitor at the committee’s Chicago 
meeting, reports to the AAGP Board of Directors. 

Ways and means of re- 
versing this trend were dis- 
cussed although no con- 
clusions were reached 
which could be taken to 
the AMA’s House of Dele- 
gates in Seattle, Wash. 
However, Dr. DeTar did 
feel there was general agree- 
ment that compulsion 
would never be accepted 
by the AMA or by the 
specialty boards. 

Academy Member George 
S. Klump of Williamsport, 
Pa., is chairman of the com- 


Dr. George S. Klump 

Is chairman of the AMA’s 
Commitee on General Prac- 
hice Pricr to Specialization. 
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mittee. Other members of this committee are Academy 
Member Lester D. Bibler, Dr. F. J. L. Blasingame, 
Dr. W. Andrew C. Bunten, Dr. John W. Cline, Dr. 
Joseph C. Griffith, Dr. Eli S. Jones, Dr. J. J. Moore 
and Dr. Carlton E. Wertz. 

Others attending the meeting were members of the 
AMA staff—Mr. Ed Holman of the legal department, 
Mr. Frank Dickinson, Dr. Edward L. Turner and Dr. 
Walter Wiggins. Drs. Turner and Wiggins are mem- 
bers of the AMA’s Council on Medical Education and 
Hospitals. 

In considering the problem of too many specialists, 
Dr. Turner explained quite fully the difficulty of bring- 
ing about changes in medical school curriculum re- 
gardless of what any committee of the AMA decided. 

A letter from Dr. Louis F. Rittelmeyer, who is in 
charge of the Department of General Practice at the 
University of Mississippi, was distributed to the group. 
He proposed that all specialists would be better doctors 
if they had more contact with general practice during 
the course of their medical careers, through a depart- 
ment of general practice. 

Dr. Rittelmeyer also suggested that all perspective 
specialty residents spend all or part of their internship 
in community hospitals with general practitioners. He 
tabbed the effect of arbitrary restrictions against the 
generalist in hospitals as the cause of the small number 
of residents entering general practice. 

Chairman Klump asked President DeTar for com- 
ments on the committee’s work. Dr. DeTar answered 
that he felt the committee would rightfully find work 
in at least the five following areas: 

1. The problem of arbitrary restrictions in hospitals. 
This problem has been allocated by the AMA House of 
Delegates to the Committee on Medical Practices, but 
Dr. DeTar recommended that the committee on Gen- 
eral Practice Prior to Specialization might reiterate the 
acknowledgment of these restrictions as a cause for 
non-entry into general practice. Upon acceptance of the 
committee report when submitted to the House of 
Delegates, the house would be committed on this 
matter. 

°2. The development of adequate general practice 
residencies. Although there is a General Practice 
Residency Review Committee, and although this is a 
problem which is already under consideration by the 
Council on Medical Education and Hospitals, this cer- 
tainly is a field which comes under the jurisdiction of 
the Klump Committee. 

3. The recognition by some specialty boards for the 
second year of hospital training in the General Practice 
Internship-Residency Program. This may be difficult 
to attain. However, if the boards in medicine and sur- 
gery would recognize the second year as credit toward 
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their boards, Dr. DeTar proposed that such recognition 
would lead to a much larger number of men taking the 
second year in general practice and possibly entering 
general practice. 

4, The stimulation by this committee of programs 
which give experience in the general practice of medi- 
cine during medical school training through depart- 
ments of general practice and preceptorships. He also 

‘urged the committee to reaffirm the official AMA atti- 
tude favoring rotating internships and discontinuing 
straight internships. 

5. The problem of training for a specialty after a 
period in general practice should be investigated, be- 
cause it is very difficult for many generalists to secure 
this training after a term in practice. 

Dr. Klump and his committee seemed to be in agree- 
ment that the scope of their work would entail much 
consultation with the Council on Medical Education 
and Hospitals, representatives of the specialty boards, 
of the American Academy of General Practice and 
representatives of the medical schools. 

This was the first meeting of the new committee 
which was appointed on order of the House of Delegates 
last June. The committee continues work done by the 
original committee, which was organized in December, 
1952 and has been working until the present. 

Meeting in its first session, the committee recom- 
mended that its name be changed to the Committee on 
Preparation for Practice in General and Special Fields 
of Medical Care. 

The committee also considered the definition of a 
general practitioner. The definition submitted by the 
prior committee seemed unacceptable. The final selec- 
tion of a definition was deferred until the next meet- 
ing, to be scheduled next winter. 

President DeTar in his report to the Academy 
Board also noted that he had attended a meeting of the 
Commission on Hospitals which was presided over by 
its chairman, Dr. Charles C. Cooper. Reports were 
given by commission members from various parts of the 
country, indicating that while the hospital privilege 
situation was improved in some areas, it certainly has 
not improved in others. 


Pharmaceutical Association Prexy Says 
Medical Care Biggest Bargain in History 


Mepicat care in the United States has been described 
as “the biggest bargain in history” by John A. Mac- 
Cartney, president of the American Pharmaceutical 
Association. 

“The total cost of illness in terms of medication, 
medical care, and most importantly, the loss of time 
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and income to the sufferer and his family, has been so 
sharply reduced as to make any comparison with past 
years almost ridiculous,” Mr. MacCartney told persons 
attending a recent meeting in New York of the Phar- 
maceutical Advertising Club and Rutgers University 
Pharmacy extension course. 

Mr. MacCartney said that if the cost-per-dose is the 
only criteria, the treatment our forefathers received 
was far cheaper than is the case today. “But,” he ex- 
plained, “if we compare the end result of modern 
medicines with those of the past, we find a startling 
and happy reversal of the situation.” 

He also pointed out that as one serious disease is 
eliminated, the average person’s life is prolonged to 
the extent that he is a “statistical probability for some 
other disease.” 

**We are in the anomalous position of being cured of 
one disease so we can live long enough to acquire 
another,” he concluded. 


Canadian College of General Practice 
Will Meet March 4—6 in Montreal 


Tue Coitece of General Practice of Canada will inaugu- 
rate its first independently held business meeting next 


Initial showing of the educational exhibit prepared by the Academy’s 
Commission on Hospitals was made at the September 17-20 meeting 
of the American Hospital Association in Chicago. The new exhibit 
shown above outlines the AAGP’s programs on general practice in 
hospitals. Dr. Charles C. Cooper, hospital commission chairman, and 
one of the attendants who maintained the booth throughout the meet- 
ing, is shown on the right explaining Academy policy to a fellow 
physician. 
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spring along with a 2!-day scientific program espe- 
cially planned for the general practitioner. 

Formerly the college has met in conjunction with the 
Canadian Medical Association. 

The spring meeting will be held in the Sheraton- 
Mount Royal Hotel in Montreal March 4-6. A prelimi- 
nary announcement discloses that Dr. J. S. DeTar, 
president of the American Academy of General Prac- 
tice; the Hon. Paul Martin, Minister of Health and 
Welfare in Canada and Dr. Wilder Penfield of Mon- 
treal have been invited as luncheon speakers during 
these days. 

The Canadian College reports great advances in the 
past year. Its membership has passed the 1,300 mark. 
The Committee on Hospitals of the college has recom- 
mended that departments of general practice be es- 
tablished in all general hospitals, including university 
affiliated hospitals whether privately or publicly owned. 
More than 40 large Canadian hospitals have established 
these departments. 

The college also has recommended that hospital 
privileges be extended to all doctors engaged in the 
practice of general medicine, pediatrics, obstetrics and 
surgery, according to their experience, judgment and 
ability. 

A second year of internship training for family doc- 
tors has been recommended by a special committee of 
the college which has studied internships for the past 
year. 

Another project, a survey of General Practice in 
Canada, is under way and a report of the findings will 
be forthcoming early in 1960. This three-year study of 
the Canadian family doctor, his training, his work and 
the facilities available to him is a joint undertaking of 
the College of General Practice and the Department 
of Hygiene of the University of Toronto. The com- 
mittee planning the survey is headed by Dr. W. V. 
Johnston, executive director of the college, who is 
serving as chairman. 


Four AAGP Members on Advisory Committee 
For Missouri University Medical Center 


Four or THE 16 Missouri physicians recently appointed 
to an advisory committee to serve as a liaison between 
practicing physicians and the University of Missouri 
Medical Center are members of the Academy. 

The Academy member appointees are Dr. Charles 
Martin, treasurer of the American Academy of General 
Practice and president of the Missouri chapter; Dr. 
Thomas L. Dwyer, immediate past president of the 
Missouri chapter; Dr. Donald M. Dowell, Chillicothe; 
and Dr. John William McHaney, Jefferson City. 
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President Elmer Ellis of the university who made all 
the appointments said the willingness of all 16 men to 
serve on the advisory committee was most gratifying. 

One of the committee’s chief functions will be to 
give counsel and aid in the school’s preceptorship 
program. 

The medical school, which expanded to a full four- 
year curriculum last fall and now is teaching its first 
class of seniors who are candidates for their M.D.’s 
next June, moved into the $13,500,000 medical center 
in September. Formal dedication was held in November. 


Private Medical Schools Get First 
Part of Ford Foundation’s Grants 


THE NATION’S 44 privately-supported medical schools 
have now received grants totaling $21,750,000 from 
the Ford Foundation. 

Each of the 43 four-year institutions received 
$500,000. A grant of $250,000 went to the fwo-year 
medical school at Dartmouth College, Hanover, N. H. 
The grants were authorized by the foundation’s board 
of directors upon the recommendation of a special ad- 
visory committee headed by Dr. Lee Dubridge, presi- 
dent of California Institute of Technology. 

The grants are to be held by the recipients as in- 
vested endowments for at least ten years. During this 


Formal Presentation—The posthumous portrait of Sir Alexander 
Fleming which hangs in the Directors’ Room in the new headquar- 
ters building was formally presented to the Academy in late October 
by Chas. Pfizer ¢> Co., Inc. President J. $. DeTar flew to Kansas City 
to accept the portrait on behalf of the Academy from Dr. Alan Wright 
of Brooklyn, N. Y., medical director of Pfizer (far left). The artist, 
Mr. Dean Fausett (next to Dr. Wright), nationally known for his 
paintings, was commissioned to do the portrait. 
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time the income from the endowment may be expended 
for instructional purposes only—the money cannot be 
used for construction and research needs. 

After a ten-year period the medical schools will be 
free to use the principal sum as well as the endowment 
income. 

The balance of the $90 million which the foundation 
appropriated last December to use in aiding the in- 
structional programs of private medical schools is ex- 
pected to be disbursed during the academic year. 


New Zealand Sees Its Free Medical 
And Health Program Getting Out of Hand 


In New ZEALAND the public appetite for free medicines 
is increasing at such a rate, its non-Socialist govern- 
ment that has restrained from changing the free-drug 
system for fear of losing public support now realizes 
that some check must be put on the program. 

The free-drug program was introduced as part of 
the structure of socialized medicine built up by the 
former Labor Government. Although the non-Socialist 
government has been in office the last seven years, it 
has been afraid to abolish the free health benefits. 

Meanwhile, the cost of the program has been rising 
rapidly. During the past year the cost climbed from 
about $2,750,000 to $11,300,000. In the 13 years since 
the system was introduced the number of prescriptions 
has greatly increased. 

Not only are New Zealanders demanding more and 
more prescriptions, but the inclusion of new drugs has 
increased the cost from an average of 45 cents to a 
dollar. 

Nearly all medicine, lotions and ointments pre- 
scribed by doctors are supplied free to patients and 
the druggists recover the cost from the government. 

Physicians down under complain that patients de- 
mand a bottle of medicine at every consultation whether 
this is the right treatment or not. If they don’t get it, 
they tend to seek out physicians who supply medicines 
as a standard part of every cure. The average New 
Zealander takes the attitude that he is paying a heavy 
tax for “free” medicine and that he therefore should 
have his money’s worth. 

The Department of Health reports that many persons 
are demanding antibiotics for minor complaints. It 
maintains that some physicians have been yielding to 
pressure and prescribing expensive antibiotics indis- 
criminately, 

The health department generally feels that no real 
check on the growing cost will prove effective until 
Patients are obliged to pay part of the expense. 

Such a system applies in Britain where a small fixed 
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charge is made for each prescription. This acts as a 
check on the ordering of medicines. So far this system 
has been restricted in New Zealand for fear of the 
political effects of any reduction in health benefits. 


More Physicians Took Internships, 
Residencies in U.S. During 1955-56 


Durinc 1955-56 the number of physicians taking grad- 
uate training climbed to 31,028. The American Medical 
Association reports that this means one in seven phy- 
sicians in this country is taking training either as an 
intern or a resident. 

As compared with the previous year, 9,603 graduates 
were serving internships in 1955-56, an increase of 
537, while 21,425 were taking residencies, 931 more 
than the previous year. The training was offered by 
1,373 council-approved hospitals. 

Filled internship and residency positions were both 
up 1 per cent from the 1954-55 figures with 83 per 
cent of all available internships being filled and 81 per 
cent of the residencies. The AMA reports that approxi- 
mately half of all positions not taken by American 
graduates are filled by foreign graduates. 

Other statistics in the AMA report showed that 
federal hospitals offered 5 per cent of the available 
internships, while nonfederal governmental institutions 
offered the remainder. The federal hospitals had the 
highest rate of filled positions. Army and Navy hos- 
pitals had no vacancies and 99 per cent of the open- 
ings in Public Health Service Hospitals were filled. 
County and state hospitals had occupancy rates of 94 
and 92 per cent, respectively. 

The average monthly cash stipend for interns has 
increased too. Hospitals affiliated with teaching insti- 
tutions raised their stipends from an average of $87 in 
1954 to $121 in 1955, while nonaffiliated hospitals 
raised theirs from $136 to $169. Financial considera- 
tion appeared not to be a decisive factor in choosing 
an internship, since the affiliated hospitals had more 
positions filled than did nonaffiliated hospitals. 


Rehabilitated Physically Handicapped 
Show Outstanding Work Record in 1956 


Durinc 1956 it is estimated that 100 million man- 
hours of productiveness will be gained from physically 
handicapped men and women who have been rehabili- 
tated and are holding jobs. 

Much of the credit for this record must be attributed 
to the efforts of The President’s Committee on Em- 
ployment of the Physically Handicapped and to the 
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American Federation of the Physically Handicapped 
which has worked closely with the President’s Com- 
mittee. 

Heading the President’s Committee is Retired Ma- 
rine General Melvin J. Maas, himself blind. Mr. Paul 
A. Strachan heads AFPH and is the original author of 
the resolution passed by Congress in 1945 establishing 
a “National Employ the Physically Handicapped 
Week.” The 12th annual observance of NEPH Week 
was held October 7-13. 

Sponsors of the program—leaders from all walks of 
life—report that great strides have been made in recent 
years but that much more must be done to overcome 
the general apathy of some employers and communities. 

The following progress and achievements of the 
program are reported: 

NEPH Week has helped some 3.2 million handi- 
capped persons find work through federal-state employ- 
ment agencies. These workers have added to the na- 
tional wealth more than $3.5 billion in salaries and 
wages earned. 

For every dollar spent by the government in re- 
habilitating crippled men and women, $10 is gained in 
the form of income taxes. 

By its large-scale hiring of disabled workers, Ameri- 
can industry has proved the Communist charge is a lie 
that capitalism exploits the working man and tosses 
him aside when he cannot contribute his maximum 
energies to his work. 

Many employers have come to prefer disabled work- 
ers for certain jobs. These employees usually are more 
on guard to avoid accidents and seem to develop a 


special loyalty to their employers. 


Duke Hospital Will Be Second Largest 
Private General Hospital in the South 


WitH THE COMPLETION of Duke University Hospital’s 
new $3,386,000 seven-floor addition next March, the 
hospital will become the second largest private general 
hospital in the South. Only Johns Hopkins will be 
larger. 

_The addition which has been under construction 
since January, 1955 will provide 109 new beds and ex- 
panded outpatient facilities designed to reljeve present 
crowded conditions. The Duke Hospital will have 
668 beds. 

In addition to ten new operating rooms, surgical 
facilities in the wing will feature such innovations as 
set-up and preparation rooms, to expedite surgery and 
provide for more efficient use of facilities; an intensive 
nursing area for special care of patients most in need 


of attention; and lounges for operating room doctors 
and nurses, 
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Medical News in Small Doses: 


ACADEMY STALWART, Dr. Arch Walls of Detroit, was in- 
stalled as president of the Michigan State Medical 
Society September 26 at an impressive ceremony in De- 
troit’s Sheraton-Cadillac Hotel. Dr. Walls is a member 
of the AAGP Commission on Legislation and Public 
Policy. . . . Following passage of the National Library of 
Medicine Act, the Armed Forces Medical Library was 
transferred on October 1 to the Public Health Service, 
Department of Health, Education and Welfare. Col. 
Frank B. Rogers, director of the Armed Forces Medical 
Library, will be director of the new library. The Armed 
Forces Medical Library, founded in 1836 as the Library 
of the Surgeon General’s Office, U.S. Army, is one of 
the largest and most important medical libraries in the 
world. It contains almost a million volumes, represent- 
ing literature on medicine, dentistry, pharmacy and 
allied sciences in all languages and of all times. . . . Dr. 
Andrew L. Banyai, a member of GP’s Editorial Ad- 
visory Board, has been awarded the Carlo Forlanini 
gold medal of the Italian Federation against Tubercu- 
losis. This recognition for his clinical research work 
in chest diseases, particularly for the introduction of 
artificial pneumoperitoneum in the treatment of pul- 
monary tuberculosis, was made at the recent Inter- 
national Congress on Diseases of the Chest in Cologne, 
Germany. Dr. Banyai is associate clinical professor of 
medicine at Marquette University and past president 
of the American College of Chest Physicians. . . . After 
30 years of service as Clemson College physician, 
Academy Member Lee W. Milford has retired from 
the college post and is now in private practice. .. . 
The University of Tennessee, Memphis, is the largest 
of the approved four-year medical schools in the coun- 
try on the basis of total enrollment, the AMA reports. 
During the 1955-56 year, five medical schools had a 
total enrollment of more than 600 each. Tennessee had 
781 students; the other leaders were University ot 
Michigan, 762; Jefferson at Philadelphia, 677; Uni- 
versity of Illinois, 636; and University of Texas at 
Galveston with 614. . .. A new journal, Survey of Anes- 
thesiology, will begin publication next February. The 
editor is Dr. C. Ronald Stephen, professor of anes- 
thesiology at Duke University. It will be printed by 
Williams & Wilkins Company of Baltimore. . . . A 
special Dr. Kate Newcomb Memorial Fund has been 
established by the Wisconsin chapter of the Arthritis 
and Rheumatism Foundation. The fund will be used to 
purchase a hydrotherapy tank for Lakeland Memorial 
Hospital, in Woodruff. A five-foot portrait of Academy 
Member Kate will also be presented to the hospital by 
the chapter. 
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News from the State Chapters 


Tue SEPTEMBER 13-15 ninth annual meeting of the 
Oregon chapter in Portland, which was the first annual 
session to be held independently by the group, broke all 
past registration records. Formerly, the chapter had 
met jointly with the Oregon State Medical Society. 
A total of 145 physicians—17 of them from out of 
state—attended. 

At the business meeting, Dr. Bernard P. Harpole of 
Portland was elected president, Dr. Robert H. Tinker 
of Portland, vice president and Dr. Bertram L. Trelstad 
of Salem, president-elect. Dr. Ray Reichle is the re- 
tiring president (see cuts). A revised constitution was 
also approved at this session. The meeting was followed 
by a dinner. 

An outstanding roster of scientific speakers was made 
up of Drs. David D. DeWeese, University of Oregon; 
Aram Glorig, Los Angeles; H. Corwin Hinshaw, Stan- 
ford University; John W. Huffman, Northwestern 
University ; Carl T. Javert, Cornell University ; Howard 
P. Lewis, University of Oregon; Raymond M. Reichle, 
chapter past president; Goodrich C. Schauffler, Dean 
B. Seabrook and Laurence Selling, all of the Univer- 
sity of Oregon; and Robert H. Tinker, chapter educa- 
tion committee chairman. 

Academy Executive Secretary Mac F. Cahal took a 
leading part in the social events, as banquet speaker, 
the second night (see cué). His talk was entitled “Let 
the People Behold You.” Other extracurricular activi- 
ties featured cocktails preceding the banquet and a 
ladies’ luncheon. 
> Academy Vice President William M. Sproul and 
Mississippi’s Lieutenant Governor Carroll Gartin were 
among special guests at Mississippi chapter’s eighth 
annual meeting September 19-20 at Jackson (see cuf). 

Opening the meeting with welcoming addresses were 
Drs. Wm. E. Lotterhos, retiring president, Henry C. 
Ricks, Sr., state medical association president; Amon 
K. McMillan, chapter vice president; and the Reverend 
James B. Parker, chaplain of Baptist Hospital, Jackson. 

Scientific speakers throughout the meeting were Drs. 
Woodard D. Beacham, Tulane University, New Or- 
leans; M. J. Schiffrin (Ph.D.), University of Illinois 
College of Medicine; Max S. Sadove, University of 
Illinois College of Medicine; P. J. Sparer, Kennedy 
V. A. Hospital, Memphis; Wm. J. Atkinson, Jr., in- 
ternal medicine, Mobile; and James G. Hughes, Uni- 
versity of Tennessee College of Medicine (see cu). 

New officers who were elected at the business meet- 
ing are Dr. A. V. Beacham, Magnolia, president; Dr. 
John C. Longest, State College, president-elect; and 
Dr. A. T. Tatum, Petal, secretary-treasurer. Dr. Louis 
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Presidential Pose—Oregon chapter members, in different forms of 
the presidential office, pose at the chapter’s annual meeting. They are 
Drs. Robert Tinker, vice president (left to right) ; Ray Reichle, retiring 
president; Bernard Harpole, president; and Bertram Trelstad, presi- 
dent-elect. 


A Give-and-Take Ceremony—Retiring president of the Oregon 
chapter, Dr. Ray Reichle (left) turns over his gavel and duties to new 
president, Dr. Bernard Harpole. Seated is special guest, Academy 
Executive Secretary Mac F. Cahal. 


Oregon Banquetites—Shown enjoying the banquet, the social high- 
light of the meeting, are head-table dignitaries and the other guests. 
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F. Rittelmeyer, who was serving an unexpired term on 
the board of directors, was elected to serve for a two- 
year term (see cut). 

On the social side, Dr. Beacham was master of cere- 
monies at an opening day luncheon, with Lt. Gov. 
Gartin as guest speaker. Dr. S. B. Platt gave the invo- 
cation. Dr. Tatum was master of ceremonies at the 
second luncheon, where Dr. W. C. Pool gave the 
invocation and Dr. Rittelmeyer, professor at the Uni- 
versity of Mississippi Medical Center, Jackson, was 
guest speaker. 

Highlight of the social events was the fellowship 
hour and banquet-dance. Drs. John B. Howell and 
Oscar G. Eubanks officiated. Dr. Sproul, guest speaker, 
gave an address on ““The Academy Has Been Chal- 
lenged.” He was followed by the installation of officers, 
president’s address and an evening of dancing. 
> Dr. J. S. DeTar, Academy president, was the prin- 
cipal speaker at Nevada chapter’s annual one-day 
clinical meeting at the Fremont Hotel in Las Vegas 
November 24. Dr. DeTar’s talk on cancer preceded 
talks by Drs. Francis M. McKleever, orthopedist and 
Richard P. Middleton, urologist. 

A business meeting and banquet brought the meeting 
to a close. The banquet address, ‘The Academy— 
Where Do We Go from Here” was made by President 
DeTar. 
> At the seventh annual meeting of the Nebraska 
chapter, September 20 in Grand Island, Dr. Delbert 
D. Neis of the University of Nebraska College of Medi- 
cine led off the scientific program. Other morning 
speakers were Drs. Joseph F. Gross of Creighton Uni- 
versity, Robert S. Long of the University of Nebraska 
and Maurice E. Grier of Creighton. A question and 
answer period followed. 

The afternoon session consisted of papers by Drs. 
Neis, Gross, Long and Grier. A final question period 
was conducted. 

Officers elected at the business meeting were Drs. 
Thomas D. Fitzgerald, president; Willard Seng, vice 
president; and Herbert D. Kuper, president-elect. Dr. 
John A. Brown was re-elected secretary-treasurer. 

Drs. Harvey D. Runty and Paul Read are delegates. 

A social hour and annual banquet highlighted the 
meeting, with Brig. General Loyd E. Griffis, M.D., 
chief of medical department, SAC, Omaha, giving the 
banquet address. 

Ladies were guests at a morning hospitality coffee 

and at the banquet. 
PA total of 1,573 registered for Texas chapter’s 
seventh annual scientific meeting September 16-19 at 
the Shamrock Hilton in Houston. Of that number, 584 
were members. The remainder included wives, exhibi- 
tors and other guests. 
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Greetings from the State House—Guest banquet speaker, Dr. Wil- 
liam M. Sproul, who is the AAGP vice president, looks on from the 
left as Mississippi's retiring president, Dr. Wm. E. Lotterhos, con- 
gratulates Lt. Governor Gartin on his luncheon talk. New president, 
Dr. A. V. Beacham, is second from right. 


Mississippians Look Ahead—.Vew officers of the Mississippi chapter 
get together following their election. Shown here are Drs. A. T. Tatum, 
secretary-treasurer (left to right), John C. Longest, president-elect; 
A. V. Beacham, president; and Louis F. Rittelmeyer, member of the 
chapter’s board of directors. 


A Final Check—Dr. Wm. Moncure Dabney, a past Mississippi chapter 
president and program chairman for the eighth annual meeting 
(front row left), goes over the closing day’s program with its speakers: 
Drs. Wm. J. Atkinson, Jr. and P. J. Sparer (back row) and James 
G. Hughes (front row, right). 
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Potentiates protein synthesis in: 
e the elderly e the convalescent 
e the adolescent e the growing child 


Efficient protein synthesis depends upon an adequate intake of proper 
proportions of all the essential amino acids simultaneously. The bio- 
logical value of cereal proteins, which comprise 20-40% of total dietary 
proteins, is limited by a relative deficiency of lysine. Cerofort Elixir 
supplies physiological amounts of L-lysine to raise the body-building 
value of many cereals to that of high-quality animal muscle protein. And 
to aid tissue synthesis, Cerofort Elixir also supplies generous amounts of 
essential B vitamins. 


also available: 


Cerofort*® 
tablets 


(Critically essential L-lysine 
with all the important vitamins) 
to speed convalescence in 
major surgery, 

illness, injury. 
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Dr. George V. Launey was named to the presidency 
at the annual business meeting which was held the 
first day. Dr. G. W. Cleveland, Austin, was named 
president-elect and Dr. C. E. Oswalt, Fort Stockton, 
was elected vice president. At a subsequent meeting 
he was elected chairman of the board. Dr. John M. 
Smith, Jr., San Antonio, was re-elected treasurer. 

Welcoming talks were read by Dr. J. D. Murphy, 
retiring president; the Honorable Oscar Holcombe, 
Houston mayor; Academy President-elect Malcom E. 
Phelps; Dr. B. H. Bayer, convention committee chair- 
man; Mrs. L. C. Blair, ladies’ activities chairman; Dr. 
Charles Behrens, Harris County chapter president ; and 
Dr. Everett Lewis, Harris County Medical Society 
president. Bishop Clinton S. Quin gave the invocation. 

Dr. Philip Thorek, appearing on the scientific pro- 
gram for the seventh successive time, was among 11 
outstanding guest speakers. Others were Drs. George 
Crile, Jr., Clarence S. Livingood, Joseph R. Christian, 
Harold B. Eiber, Wm. E. Barbield, Clayton T. Beecham, 
Roger Anderson, Curtice Rosser, Lowrain E. McCrea 
and Andre Robert. 

A cocktail-buffet-dance at Braeburn Country Club 
initiated the social activities on Sunday evening. 
Luncheons with professional entertainment were held 
Monday and Tuesday for members and wives. Cock- 
tails around the Shamrock Hilton pool, accompanied by 
the all girl Corkettes water show, preceded the annual 
dinner dance, which was attended by more than 1,100 
doctors, wives and guests. At the latter, Retiring Presi- 
dent Murphy turned the gavel over to his successor, 
Dr. Launey. 

Five hundred ladies and guests attended the Mon- 
day fashion show, ‘‘My Fair Lady.” The door prize, a 
designer bag, was won by Mrs. Dan Dinges of Bellaire. 

A special premeeting course on “The Treatment 
of Common Emergencies” was offered at Texas Medical 
Center by the University of Texas Postgraduate School 
of Medicine, Saturday, September 15. More than 350 
members registered for this special course. 
> Registration exceeded previous figures at lowa chap- 
ter’s annual meeting in Des Moines September 13-14 
with a total of 360. Two new features of this year’s 
program were technical exhibits and planned ladies’ 
entertainment. At the business meeting Dr. Charles A. 
Nicoll, Panora, was elected president, succeeding Dr. 
William M. Sproul, Des Moines. Others who were 
elected are: Dr. Donald H. Kast, Des Moines, presi- 
dent-elect; Dr. C. H. Stark, Cedar Rapids, vice presi- 
dent; and Dr. V. L. Schlaser, Des Moines, secretary- 
treasurer. 

Retiring President Sproul opened the session. He 
was foliowed by the Rev. Edward P. Ingersoll, D.D., 
who read the invocation. Dr. Walter D. Abbott, presi- 


Hawkeyes at Luncheon— Wives were guests at the first-day luncheon 
of the Iowa chapter’s annual meeting September 13-14. Dr. Wil- 
liam M. Sproul, retiring president, is presiding. Guest speaker, Dr. 
M. Gladys Scott of the University of Iowa, spoke on problems of 
athletics for girls. 


Special Banquet Guests —Jowa chapter officers, their wives, and spe- 
cial guest, Dr. George Schwerin, Illinois chapter president, were 
seated at the head table at Iowa’s annual banquet. Seated left to right 
are: Dr. and Mrs. R. L. Knipfer (he is retiring secretary-treasurer) ; 
Dr. and Mrs. Donald H. Kast (he is new president-elect); Dr. and 
Mrs. William M. Sproul (he is the retiring president) ; Dr. Schwerin, 
Mrs. C. A. Nicoll; and Dr. Nicoll, the new president. 


dent of the Polk County Medical Society, gave a wel- 
coming talk. 

Morning scientific speakers were Drs. Lucian A. 
Smith, Rochester, Minn.; O. F. Rosenow, M.D., Co- 
lumbus, Ohio; and William Bean, Iowa City. 

Dr. Sproul presided over the luncheon (see cué) for 
which M. Gladys Scott, Ph.D. discussed “Problems of 
Athletics for Girls.” Dr. Scott is professor and chair- 
man of the department of physical education for women 
at the University of Iowa, Iowa City. 

Giving scientific talks in the afternoon were Drs. 
Dalton Jenkins and Lucian Smith. Dr. R. L. Knipfer 
was presiding officer. 

Drs. C. A. Nicoll and Donald H. Kast presided over 
the scientific sessions the second day. Speakers were 
Drs. Roy L. Kile and J. Harold Kotte, Cincinnati; Fay 
A. LeFevre, Cleveland; Claude J. Hunt, Kansas City, 
Mo. and George Crile, Jr., Cleveland, presenting the 
Earnest E. Shaw Lecture: “Diagnosis and Treatment 
of Thyroid Disease.” A question and answer period 
closed the scientific sessions. 

A luncheon with a talk on “Juvenile Delinquency— 
A National Problem,” was presented by Philip G. 
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Green, Director of the Division of Juvenile Delin- 
quency Service, Washington, D.C. 

Special guests at the banquet and dance, held the 
first night, were Dr. and Mrs. Knipfer, Dr. and Mrs. 
Kast, Dr. and Mrs. Sproul, Dr. George Schwerin, pres- 
ident of the Illinois chapter and Dr. and Mrs. Nicoll 
(see cut). 

lowa wives enjoyed planned entertainment for the 
first time with a tour of Salisbury House (headquarters 
of the Iowa State Education Association) and a hat 
show, ‘Putting Your Best Face Forward.” Ladies were 
included in both luncheons for members and in the 
reception and dinner-dance. 
> The Ohio chapter reports that its 1957 annual 
scientific meeting will again be held in Columbus fol- 
lowing its record-breaking meeting there September 
19-20. There was a total registration of 821 which in- 
cluded 490 doctors, 21 medical students, 123 guests 
and 187 exhibitor personnel (see cut). Seventy exhibit 
booths, six of which were scientific, helped to make this 
meeting a tremendous success. 

Dr. Roscius C. Doan, Miamisburg, was installed as 
president succeeding Dr. James R. Jarvis, Van Wert 
(see cut). Other new officers were elected by the 
chapter’s house of delegates the day preceding the 
opening of the scientific sessions (see cut). Dr. Earl C. 
Van Horn, Cincinnati, was named president-elect and 
Dr. Howard R. Mitchell, Sr., Columbus, was elected 
treasurer. The speaker of the house is Dr. Lewis W. 
Cellio, Columbus, and Dr. Roger A. Peatee is vice 
speaker. Delegates to the AAGP are Drs. Van Horn 
and Herbert W. Salter, Cleveland. 

Lead-off speaker for the scientific meeting September 
19 was Dr. Jay Jacoby of Columbus. Other opening 
day speakers were Drs. Willard E. Harser, Cleveland; 
Thaddeus D. Labecki, Jackson, Miss.; Bert Seligman, 
Toledo; Thomas G. Skillman, Cincinnati; H. R. Ober- 
hill and Frederick H. Falls, Chicago; Joseph E. Levin- 
son, Cincinnati; Hugh Luckey, New York City; and 
Academy President John S. DeTar, Milan, Mich. 

An informal buffet luncheon, social hour and ban- 
quet (see cut), with a talk by Major Norman Imrie of 
Columbus, educator, editor and entertainer, were 
highlights of the day. 

On the second-day’s program were Drs. William J. 

Engel, Cleveland; Herman J. Bearzy, Dayton; L. V. 
Dill, Washington, D.C.; J. H. Kite, Atlanta; Vernon 
P. Williams, Boston; Seymour Hershman, Chicago; 
Charles A. Doan, Columbus; and C. W. Mayo, 
Rochester, Minn. 
! Ladies were entertained with a luncheon-style show 
m the Sky Room of the Deshler-Hilton Hotel. Nita 
Hutch. radio and TV commentator, interviewed guests 
Over station WTVN after the luncheon. 


GP December 1956 


Scientific Listeners —The camera caught a portion of the doctors and 
guests who attended the scientific program during Ohio Chapter’s 
sixth annual meeting. 


Bestowing an Honor—Dr. James R. Jarvis, retiring Ohio president 
(left), bestows presidential honors upon his successor, Dr. Roscivs 
C. Dean, as he hands over the gavel. 


Buckeye Legislation— This is Ohio’s house of delegates, in a busy 
session during the Columbus meeting. 


A Birds-eye View—Ohio chapter’s members and guests gathered at 
the Dreshler-Hilton Hotel for a highlight of the meeting—the an- 
nual banquet. 
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Since the ulcer patient can not 
get away from it all, prescribe 
MONODRAL with MEBARAL to more 
effectively isolate the ulcer from 
the patient. 


MONODRAL with MEBARAL controls 
hyperacidity by a proved superior 
antisecretory action. 


Relieves pain promptly, promotes 
healing. 


Controls hyperirritability and 
hypermotility of the upper gastro- 
intestinal tract, relieves pyloro- 
spasm. 


Induces a serenity of mind without 
affecting mental alertness, softens 
the emotional impact of environ- 
mental stimuli. 


Controls the psychovisceral com- 
ponent of peptic ulcer. 


MONODRAL with MEBARAL Tablets, 1 or 2 
tablets three or four times daily. Each tablet 
contains 5 mg. MONODRAL bromide and 
32 mg. MEBARAL. Bottles of 100 tablets. 


a 
LABORATORIES 


New York 18, N.Y. + Windsor, Ont. 


Monodral (brand of penthienate) and Mebaral (brand of mephobarbital), 
trademarks reg. U.S. Pat. Off. 
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Moderators for Ohio chapter’s “Symposium on 
Modern Trends in Therapy” October 31 were Drs. H. 
D. Iler, chapter board member and F,. A. McCammon, 
chapter education committee chairman. 

Guest scientific speakers for the Cleveland meeting 
were Dr. John G. Young of University of Texas; Dr. 
Henry K. Taylor of New York University-Bellevue 
Medical Center; Dr. Edward Allen of University of 
Illinois; Dr. Robert A. Davison, University of Tennes- 
see; Dr. George D. Geckeler of Hahnemann Medical 
College and Hospital; Dr. John Adriani of Charity 
Hospital of Louisiana; and Dr. Gunnar Heuser of 
University of Montreal in Canada. 

Chapter past president, Dr. Herbert W. Salter, was 
chairman of the luncheon for doctors and wives. A 
cocktail reception for doctors and their wives climaxed 
the meeting. 

A morning coffee initiated the ladies events. They 
were also guests at an afternoon style show and tea. 
Mrs. Herbert Salter was in charge. 
> New Orleans’ Jung Hotel was headquarters for the 
Lovisiana chapter’s 10th annual scientific meeting 
October 9-11. A highlight of the first day was the 
evening cocktail party at the home of Dr. Esmond 
A. Fatter, general chairman of the meeting. 

Scientific speakers included Drs. Richard A. Kern, 
Philadelphia; William D. Paul, Iowa City; Philip 
Thorek, Chicago; Lawrence J. O’Neil, New Orleans; 
Robert A. Ross, Durham, N. C.; T. A. Waters, New 
Orleans; and Academy President-elect Malcom E. 
Phelps of El Reno, Okla. 

Luncheons were held the last two days. On October 
10, the banquet and installation of officers was held at 
8:00 p.m. 

Special entertainment was planned for the ladies 
and a golf tournament was conducted for the doctors. 
> Some 500 doctors registered for Wisconsin chapter’s 
annual meeting September 16-18 in Milwaukee, four- 
time meeting site. The Milwaukee Auditorium also has 
a distinction—that of being meeting headquarters for 
the third successive year. 

Most of the business meetings, held Sunday, Sep- 
tember 16 at Hotel Plankinton, were open to all chap- 
ter members. Dr. T. J. Nereim of Madison was unani- 
mously named president-elect. Dr. Royden F. Collins, 
Madison, was elected vice president and Dr. Edgar End, 
Wauwatosa, and Dr. C. F. McDonald, Milwaukee, 
were re-elected secretary-treasurer and speaker of the 
congress, respectively. Dr. Robert F. Purtell is the new 
president succeeding Dr. Raymond R. Richards. Dr. 
Richards was elected to be a delegate at the Assembly. 

Two scientific speakers accepted return engage- 
ments this year: Drs. Manuel Lichtenstein and M. Ed- 
ward Davis, both of Chicago. 
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Chapter President Raymond R. Richards opened 
the session with a welcoming address. He was followed 
by speakers: Drs. J. A. Myers, Minneapolis; J. H. 
Randall, Iowa City; and Francis F. Rosenbaum, Mil- 
waukee. Morning moderator was Dr. Clifford Broderick 
of Wisconsin Dells. 

Dr. Jerome W. Fons of Milwaukee moderated the 
post-luncheon session with the following speakers: 
Drs. L. O. Underdahl, Mayo Clinic; H. William Clat- 
worthy, Jr., Columbus; Manuel Lichtenstein; and Ben 
M. Peckham, Madison. 

Opening the second day was Dr. E. J. Shneller of 
Racine. Speakers were Drs. Stanley R. Friesen, Kansas 
City, Kan.; Arnold Jackson, Jackson Clinic, Madison ; 
and M. Edward Davis, who moderated a panel on pro- 
longed labor with participants, Benjamin E. Urdan, 
Milwaukee and Thomas Leonard, Madison. 

Four more speakers made up the afternoon program, 
under Moderator Richard K. Chambers of Milwaukee. 
They were Drs. Herbert E. Schmitz, Chicago: Edmund 
Smolik, St. Louis; John Z. Bowers, University of Wis- 
consin Medical School dean; and Seymour B. Crepea, 
Madison. _ 

The meeting closed with cocktails and the annual 
banquet at the Wisconsin Club with Academy past 
president, Dr. William B. Hildebrand, as toastmaster. 
Dr. Kenneth McFarland of Topeka, Kan., educational 
consultant to General Motors, was the guest speaker. 
> Georgia chapter’s retiring president, Dr. W. G. 
Elliott of Cuthbert, presided over the general business 
session which opened its eighth annual session Octo- 
ber 17-18 at General Oglethorpe Hotel in Savannah. 

The first day of the scientific program Dr. Elliott 
and Dr. Fred H. Simonton, Chickamauga, vice presi- 
dent, were the presiding officers. Guest speakers were 
Drs. David A. Davis, Chapel Hill, N.C. ; Edgar Boling, 
Atlanta; Academy President John S. DeTar, Milan, 
Mich.; Laurence F. Greene, Rochester, Minn. ; Eugene 
F. McCall, Jacksonville, Fla.; and GP’s medical editor, 
Hugh H. Hussey, Washington, D.C. 

Moderating a panel on athletic injury was Dr. James 
Green of Athens with Drs. Buck Andel, Georgia Tech, 
Atlanta, and Paul Reith, Warm Springs, Ga. 

A general business session preceded the scientific 
program the second day. New officers are Drs. Maurice 
F. Arnold, Hawkinsville, president; Fred Simonton, 
Chickamauga, president-elect; Sage Harper, Douglas, 
vice president and Ben K. Looper, Canton, secretary- 
treasurer. 

Presiding officers at the scientific session were Drs. 
Arnold and C. M. Templeton, Augusta, board chair- 
man. Speakers were Drs. Harry B. O’Rear, Augusta, 
Ga.; Claude-Lise Richer, Montreal, Quebec, Canada; 
William McCord, Charleston, S.C.; David A. Davis; 
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In constipation ...‘‘the consistency 
of the stool is more important than 
the frequency of defecation or the 
quantity expelled.’”* 


* Cecil, R. L., and Loeb, R. F., eds.: A 
Textbook of Medicine, ed. 9, Phila- 
delphia, Saunders, 1955,p . 880. 


Squibb Diocty! Sodium Sulfosuccinate 
relieves or prevents constipation 
by softening the stools 


Molofac softens stools by lowering surface tension in 
the intestine, permitting water to mix more thoroughly 
with the fecal matter. Molofac fosters natural, spon- 
taneous defecation...it is not a laxative or a cathartic. 


In mild constipation—Adults and older children: 1 or 2 capsules 
daily. Children 6 to 12 years old: 1 capsule daily. 


In more severe constipation—Adults and older children: an ini- 
tial dose of 2 capsules twice daily for three days, with 1 or 2 cap- 
sules daily thereafter. Increased dosages may sometimes be 
required. 


NoTE: The stool-softening effect of Molofac is usually evident 
1 to 3 days after the beginning of treatment. 


Supply: Bottles of 30 and 100 capsules. Each clear, red, one-piece 
capsule contains 60 mg. of dioctyl sodium sulfosuccinate. 


SQUIBB Gi) Squibb Quality—the Priceless Ingredient 
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William A. Lange, Detroit ; Frank Kaltreider, Baltimore; 
and George Crile, Jr., Cleveland. 

> West Virginia chapter members met October 28 in 
Charleston for a regional meeting which featured a 
symposium on enzyme therapy. Dr. T. Maxfield Barber 
of Charleston was moderator. 

Guest speakers were Drs. Aaron L. Lichtman, clini- 
cal professor of surgery at New York Polyclinic Medi- 
cal School and Hospital and Stanley Spoont of the 
Hospital of the University of Pennsylvania, Phila- 
delphia. 

A color film on clinical enzymology and a question 
and answer period were included. 
> “Progress in Medicine” was the theme of the sev- 
enth annual scientific meeting of the Nassau County 
(New York) meeting November 7 at Garden City. 

The six-man speaker-list included Drs. Henry I. 
Russek, U.S. Public Health Service Hospital, Staten 
Island, N.Y.; Theodore E. Woodward, University of 
Maryland; Ivan L. Bennett, Jr., Johns Hopkins Me- 
dical School and Hospital; Charles P. Bailey, Hahne- 
mann Medical College; William Dameshek, Tufts 
University; and Adolph Vogel, Wills Eye Hospital, 
Philadelphia. 

On April 11, 1957, Queens County (New York) 
chapter members will convene at the Homestead- 
Ciros’-Lounge in Kew Gardens, Long Island, for their 
third scientific session. Dr. J. Hunter Fuchs, state 
chapter president and general chairman of the session, 
reports that all county doctors are invited. 

The scientific program, in symposium form, will 
feature five outstanding speakers: Dr. Eugene Traub, 
director of Philadelphia Skin and Cancer Hospital; 
Dr. Paul Dudley White, nationally known cardiolo- 
gist; Dr. J. P. Greenhill, professor of gynecology and 
Cook County Graduate School of Medicine; Dr. Walter 
C. Alvarez, editor-in-chief of Modern Medicine; and Dr. 
Edward Lowman, rheumatologist, associated with Dr. 
Howard Rusk at the Rehabilitation Institute. 

Twenty-four technical exhibits have been scheduled. 
> Minimum consultant fees were set at a recent meet- 
ing of the Bridgeport (Connecticut) chapter. Approxi- 
mately 75 physicians in the Bridgeport area favored a 
$4 minimum fee for office consultations and a $6 fee 
for home visits. Night calls allow an additional charge, 
based on circumstances. 
> Latest addition to the Minnesota chapter was the 
Detroit Lakes chapter, formed September 12. Officers 
of the new group are Dr. Clarence C. Moberg, Detroit 
Lakes, president; Dr. George A. Sather, Fosston, vice 
president; and Dr. Henry A. Korda, Pelican Rapids, 
secretary-treasurer. There are 30 members, including 


the officers. 


The Minnesota chapter joined with the Twin City 
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Minnesota’s Annual Fall Refresher—A fine attendance was chalked 
up at the sixth annual fall refresher program which was held 
October 17 in St. Paul by the Minnesota chapter. Shown, left to 
right, at the luncheon are Dr. €. J. Fogelberg, Minnesota chapter's 
new president, the Rev. James P. Shannon, president of St. Thomas 
College of St. Paul; Dr. Raymond Page, St. Charles, past president 
of the chapter; Dr. Claude Beck, Cleveland, who was the luncheon 
speaker; Dr. M. 3. Wohl, Philadelphia, one of the guest speakers; 
and Dr. Robert Quello, Minneapolis, the chapter’s new president- 
elect. 


Unit of Shriners Hospital for Crippled Children in 
Minneapolis, on September 12, to sponsor a continua- 
tion program on children’s common orthopedic condi- 
tions. 

Among the subjects covered were: common food 
disorders in infants, diagnosis and treatment of dys- 
plastic hip in children, treatment of generalized Legg- 
Perthes’ condition, differential diagnosis of limp in 
children, general discussion of scoliosis—need or ne- 
cessity for treatment, common congenital deformities, 
and intramedullary fixation in children’s surgery. 

Luncheon was served at the Town and Country Club. 
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MEMO FROM THE PUBLISHER 


It’s atmost CuristMas. In a few weeks, an age-old, 
one-act saga will again be re-enacted. The script isn’t 
new; only the year has changed. The lead will be played 
by a family doctor; the supporting cast will include his 
wife, an impatient, starry-eyed child or two, and per- 
haps a perennial relative. On the stage there will be a 
tinsel-laden tree, rainbow-wrapped packages, a ridicu- 
lously large turkey—and a telephone. Sooner or later, 
the telephone will ring. Exit the doctor. Someone 
needs him. 

If he lives in Maine, perhaps it’s snowing; if he lives 
in Florida, perhaps it’s a balmy 80 degrees. He’ll 
travel a mile or 20 miles—it doesn’t make much 
difference. Nor does the fact that he had hoped 
for a quiet Christmas at home. His time belongs to 
his patients or to anyone who needs him. He knows 
that many of the “emergencies” will be strictly false 
alarms. He’ll see patients who should have called him 
sooner but “just didn’t get around to it.” They waited 
until Christmas. That’s a doctor’s life. 

The turkey (and more especially, the children) won’t 
wait for an acute appendix, a broken hip, or even 
a stomach ache. When the doctor returns, the stage 
will include remnants of a mauled and mangled 
turkey, fragments of wrapping paper, a pile of dirty 
dishes, and a sleepy, bored contingent. Christmas 
won’t wait. 

But elsewhere, someone will feel better. The doctor’s 
been there and everything’s all right. Someone may even 
say that it’s a shame he had to be called on Christmas. 
The next day, many of them will forget. Only a few will 
remember. 

Our thoughts then, on this day of rejoicing mingled 
with a side order of humility, will be with the nation’s 
family doctors—those who are Academy members and 
their nonmember colleagues. 

To them, and to other physicians in all parts of the 
world, I extend warmest wishes for a Merry Christmas 
1956 and the happiest of years in 1957. 

—M.F.C. 
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Hydrochloride 
Tetracycline HCl Lederle 


in the treatment of 
senitourinary infections 


UROLOGISTS report the decided advantages of 
oral efficacy, minimal side effects, and 
wide range antibacterial activity offered by 
ACHROMYCIN in the treatment of urinary tract 
infections. 


Finland’s' group of patients with acute infec- 
tions of the urinary tract (principally E. coli) 
demonstrated excellent response, both clini- 
cal and bacteriological, following administra- 
tion of tetracycline. 


Prigot. and Marmell* reported 49 out of 50 
patients with gonorrhea showed a negative 
smear and culture on the first post-treatment 
visit. Purulent discharge disappeared in these 
patients within 24 hours after a usual 1.5 Gm. 
dose of tetracycline. 


Trafton and Lind* found tetracycline 
(ACHROMYCIN) an effective antibiotic for 
treating many urinary tract infections caused 
by both Gram-negative and Gram-positive 
organisms. 


English, et al.* noted that a daily dose of 1 to 
1.5 Gm. of tetracycline resulted in urinary 
levels as high as 1 mg. per milliliter. 


To suit the needs of your practice and to fur- 
ther the patient’s comfort ACHROMYCIN is 
offered in a complete line of 21 dosage forms. 


filled sealed capsules 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY Lederie ) 


PEARL RIVER, NEW YORK 


* rec. U.S. PAT. OFF. 


References : 

1. Finland, M., et al.: J.A.M.A. 154:561 (Feb. 13) 1954. 

2. Prigot, A. and Marmell, M. Antibiotics and Chemoth@rapy 4:1117 
(Oct.) 1954. 


3. Trafton, H. and Lind, H.: idem 4:697 (June) 1954. 
4. English, A., et al.; idem 4:441 (April) 1954. 
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y cancer patients % at home or in the hospital 


THORAZINE* 


A: 


| improves mental outlook 


The unique tranquilizing effect of ‘Thorazine’ 
helps the cancer patient to overcome his mani- 
fold fears and anxieties, thus improving his 
mental outlook and making him easier to 
care for. 


relieves pain and reduces suffering 


By potentiating narcotics and _ sedatives, 
‘Thorazine’ permits smaller doses of these 
agents to be used; often relieves pain not pre- 
viously controllable without inducing stupor. 
By alleviating the tension and apprehension 
that magnify the patient’s reaction to pain, 
‘Thorazine’ reduces his suffering. 


controls nausea and vomiting 


‘Thorazine’ promptly controls nausea and vom- 
iting due either to the malignancy or to dis- 
tressing therapies such as irradiation and ni- 
trogen mustards. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, $.K.F. 
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lat / a nutritive 


deconstipant 


which not only relieves 
but also rehabilitates 


Improves peristalsis and 
bowel movement, suggesting 
a selective stimulation of 
the intrinsic nerve plexus— 


Acts as a laxative on the 
large bowel only—does not 
affect motor activity of the 
small bowel. 


not irritation. 


Provides Pantothenic Acid 
night — without griping. — proven indispensable to 
Non-toxic, non-habit- acetyl-choline formation 
forming. and normal bowel function. 


Actually, a therapeutic ap- 
proach . . . relief plus repair 
for the atonic bowel. 


Acts surely, gently, over- 


Each tablet of MODANE contains Danthron 75 mg. and Calcium Pantothenate 25 mg.... 
Danthron to encourage peristalsis, Calcium Pantothenate for rehabilitation of the atonic bowel. 


Dosage. ...MODANE REGULAR—one yellow tablet after the evening meal. 
MODANE MILD (half strength, for hypersensitive, pregnant, pediatric and 
diet-restricted patients) — one pink tablet after the evening meal. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
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“your baby's doing fine....” 


The physician trying to allay parental tensions and anxie- 
ties continually finds himself battling pressures of a com- 
petitive environment. At times even the most patient doctor 
may despair of the never-ending struggle. 


To help tip the scales in the physician’s favor, Ross Labora- 
tories have launched the Ross Developmental Series. 


The Series is designed to aid the physician in giving guid- 
ance and assurance. It can help to strengthen the bonds 
between physicians and parents, build healthy mother- 
infant relationship, motivate regular professional health 
supervision and counteract patient pressure. Available 
through your Ross representative or directly from Ross 
Laboratories, it includes wall charts, individual infant case 
records, a mothers’ booklet, and folders on development. 


SIMILAC 


for good infant nutrition 


ROSS LABORATORIES, Columbus 16, Ohio 
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Officers 


President, Joun S. De Tar, M.D. 
55 West Main, Milan, Michigan 


President-elect, Matcom E. PHELPs, M.D. 
203 South Macomb, El Reno, Oklahoma 


Vice President, M. M.D. 
912 Equitable Building, Des Moines, Iowa 


Chairman of the Board, Fount RicHaRDSON, M.D. 
P.O. Box 83, Fayetteville, Arkansas 


Treasurer, CHARLES E, MARTIN, M.D. 
111 Church Street, Ferguson, Missouri 


Executive Secretary and General Counsel, Mac F. Cauat, J.D. 
Volker Boulevard at Brookside, Kansas City 12, Missouri 


Speaker of the Congress of Delegates, James D. Murruy, M.D. 
1556 West Magnolia, Fort Worth, Texas 


Vice Speaker of the Congress of Delegates, Horace W. EsuBacn, M.D. 
4450 State Road, Drexel Hill, Pennsylvania 


Directors 
Fioyp C. Bratt, m.p. (Term expires 1959) 
833 South Avenue, Rochester, New York 


Joun G. Watsu, M.v. (Term expires 1959) 
2901 Capitol Avenue, Sacramento, California 


Carteton R. Surrn, (Term expires 1959) 
1101 Main Street, Peoria, Illinois 


D. Wuson McKintay, (Term expires 1958) 
520 West Garland, Spokane, Washington 


Cuartes C. Cooper, (Term expires 1958) 
322 Hamm Building, Saint Paul, Minnesota 


Fount Ricuarpson, M.D. (Term expires 1958) 
P.O. Box 83, Fayetteville, Arkansas 


Frep H. Simonton, M.D. (Term expires 1957) 
Chickamauga, Georgia 


Artuur S. Hanes, (Term expires 1957) 
1680 Washington Road, Pittsburgh, Pennsylvania 


Joseri Linpyer, M.v., (Term expires 1957) 
3405 Clifton Avenue, Cincinnati, Ohio 


Joun R. Fowuer, Immediate Past President 
Fowler Clinic, Barre, Massachusetts 
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National Officers 


Commissions and Committees 


THE AMERICAN ACADEMY OF GENERAL PRACTICE . 


Italics denote new members. 


Executive Committee: Fount RICHARDSON, M.D., Chairman, Box 


83, Fayetteville, Ark.; CHartes E. MarTIN, M.D., 111 Church 
Street, Ferguson, Mo.; Matcom E. Puetps, m.p., 203 South 
Macomb, El Reno, Okla.; Frep H. Smonton, M.p., Chicka- 
mauga, Ga. 


Finance Committee: Charles E. Martin, M.D., Chairman, 111 


Church Street, Ferguson, Mo.; Avsert E. Rirt, m.p., 490 
North Snelling Avenue, St. Paul 4, Minn.; Howarp J. 
FARMER, M.D., 20 Main Street, St. Johnsbury, Vt.; Arthur S. 
Haines, M.D., 1680 Washington Road, Pittsburgh 28, Pa. 


Publication Committee: E. Lotreruos, M.D., Chairman, 


1527 North West Street, Jackson, Miss. ; Dante, ROGERs, M.D., 
2 Cherry Street, Wenham, Mass.; E. J. Baumgartner, M.D., 
25 Alder Street, Oakland, Md.; Holland T. Jackson, M.D., 
Medical Arts Building, Fort Worth, Tex.; 8. A. Garlan, M.D., 
101 Central Park West, New York City; Fount Richardson, M.D. 
(ex officio), Box 83, Fayetteville, Ark.; Charles E. Martin, M.D. 
(ex officio), 111 Church Street, Ferguson, Mo. 


Commission on Education: D. W. McKin1ay, M.D., Chairman, 520 


West Garland, Spokane, Wash.; Jesse D. Rising, M.D., 
University of Kansas Mecical Center, Kansas City 12, Kan.; 
Thomas A. Sappington, M.D., Thomaston, Ga.; J. Alison Cary, 
M.D., 60 West Keystone Avenue, Morgan Hill, Calif.; Raymonp 
S. McKeegsy, M.D., 84 Main Street, Binghamton, N.Y.; E. Sinks 
McLarty, M.D., 1906 Twenty-First Street, Galveston, Tex. ; 
Horace W. Esusacu, M.D., 4450 State Road, Drexel Hill, Pa.; 
Loren G, Suroat, M.D., 727 Fourth and Pike Building, Seattle, 
Wash.; Carterton R. Smiru, M.D., 1101 Main Street, Peoria, 
Ill.; Rosert A. Davison, M.p., 62 South Dunlap Street, 
Memphis, Tenn. 


Commission on Hospitals: Cartes C. Cooper, M.D., Chairman, 


322 Hamm Building, St. Paul, Minn.; John G. Walsh, M.D., 
2901 Capitol Avenue, Sacramento, Calif.; Ralph E. Cross, M.D., 
351 East Main Street, Johnson City, Tenn.; Clarence R. Brott, 
M.D., 513% Court Street, Beatrice, Neb.; Amos N. Jounson, 
M.D., Garland, N. C.; Ricuarp P. M.p., 38 Church 
Street, Saranac Lake, N. Y.; James M. Perkins, M.p., 227 
Sixteenth Street, Denver 2, Colo.; Joseph Hickey, M.D., 6004 
West Fort, Detroit, Mich.; Watton C. Finn, M.v., 3131 East 
Second Street, Tucson, Ariz.; Jay B. Price, M.p., 788 East 
152nd Street, Cleveland, O. 
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small hurt 
in the eye 

is a great one” 
—H. G. Boun 


Terra-Cortril 
assures the eye 
maximum protection 
from infectious 
organisms and 
accompanying 
inflammation. 
The corticosteroid- 
antibiotic 
combination 
appears to be 
synergistic.! 
supplied: 

In amber bottles, with 
sterile eye dropper, 
containing 5 mg. 
oxytetracycline 
hydrochloride 
(TERRAMYCIN®) 

and 15 mg. 


hydrocortisone 
(CORTRIL®) per cc. 


also available: CORTRIL 
Acetate Ophthalmic Ointment 
and CORTRIL Tablets. 


1. Robinson, H. M., Jr., et al.: 
M. Times 83:227, 1955. 


Terra-Cortril 


brand of oxytetracycline and hydrocortisone 


ophthalmic suspension 


PFIZER LABORATORIES 
Division, Chas. Pfizer > Co., Inc. 
Brooklyn 6, New York 
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Commission on Legislation and Public Policy. Fioyp C. Bratt, 
u.p., Chairman, 833 South Avenue, Rochester, N. Y.; Charles 
N. Wyatt, M.D., 301 East Coffee Street, Greenville, 8. C.; Ira L. 
Hancock, Jr., M.D., Creeds, Va.; Orvan A. Phipps, M.D., 
Butler Building, Manteno, Ill.; Arch Walls, M.D., 17201 West 
McNichols Road, Detroit, Mich.; Carros E. Fuster, Jr., M.d., 
907 Gordon Street, Alvin, Tex.; Ropert McC. O’Brien, M.D., 
15 East Fortieth, Spokane, Wash.; Merrit M. Cross, M.D., 
8248 Georgia Avenue, Silver Spring, Md.; Cuarturs K. Ross, 
Jr., M.v., 2115 Hanover Avenue, Allentown, Pa.; WALTER 
L. Portreus, M.D., 34 North Water, Franklin, Ind. 


Commission on Membership and Credentials: Wittiaw M. Sprout, 
u.p., Chairman, Equitable Building, Des Moines, Ia.; Louis 
Bush, M.D., 142 Merrich Road, Baldwin, N. Y.; Boyd H. 
Payne, M.D., Professional Building, Staunton, Va.; Joseph W. 
Telford, M.D., 3255 Fourth Avenue, San Diego, Calif.; Ken- 
neTH GLOVER, M.D., South Side of Square, Mount Vernon, 
Mo.; ArTHuR P. REpING, M.D., Marion, S. D.; Joun W. 
ATKINSON, M.D., 329 Huey P. Long Avenue, Gretna, La.; 
Eart D. McCatuister, M.D., 209 South High Street, Colum- 
bus, O.; Jack M. Parrain, M.D., 205 Camden, San Antonio, 
Tex.; Joun O. Mittican, m.p., 1120 Boylston Avenue, 
Seattle, Wash. 


Committee on Scientific Assembly: Roserr F. M.p., 
Chairman, 758 North Twenty-Seventh Street, Milwaukee, 
Wis.; Elmer Ridgeway, Jr., M.D., Vice Chairman, 2750 North- 
west Twenty-Third, Oklahoma City, Okla.; Herman E. Drill, 
M.D., Strobeck Building, Hopkins, Minn.; Joun R. Benper, 
M.D., Nissen Building, Winston-Salem, N. C.; Josepn S. 
Devirt, m.p., 944 North Jackson Street, Milwaukee, Wis.; 
Louis H. Weiner, M.D., 4025 Girard Avenue, Philadelphia, Pa. 


Committee on Constitution and By-Laws: Georce H. ALEXANDER, 
M.D., Chairman, Forsyth, Ga.; Gzorce L. M.D., 851 
South Oliver, Wichita, Kan.; Epmunp L. Douctass, M.D., 
188 Thames Street, Groton, Conn.; John A. Brown, III, M.D., 
113 North Eleventh Street, Lincoln, Neb.; John E. Foster, M.D., 
Foley, Ala.; M. B. Glismann, M.D., 430 Northwest Twelfth 
Street, Oklahoma City, Okla. 


Committee on Voluntary Prepaid Medical Care: Ervin L. Bernhart, 
M.D., Chairman, 2714 West Burleigh Street, Milwaukee, Wis.; 
Thomas H. Blake, M.D., Box 466, St. Albans, W. Va.; Homer 
B. Martin, M.D., 4703 South Third, Louisville, Ky.; Kenneth 
M. McPherson, 925 Sixth Avenue, New Brighton, Pa.; James G. 
Simmons, M.D., 30 Myrtle Avenue, Fitchburg, Mass. 


Committee on Rural Health: S. S. Kery, m.p., Chairman, P.O. Box 
376, Kety Clinic, Picayune, Miss.; Joun R. Ropcer, M.D., 
Bellaire, Mich.; S. Joseph Giovale, M.D., 622 Central Avenue, 
Cheyenne, Wyo.; George W. Karelas, M.D., Newberry, Fla.; 
Clinton Swickard, M.D., 604% Sixth Street, Charleston, Ill.; 
Benjamin N. Saltzman, M.D., 111 West Sixth Street, Mountain 
Home, Ark.; C. J. Klaaren, M.D., P.O. Box 402, Moscow, Ida. 


Building Committee: Joun R. Fow1er, M.D., Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BUECHELER, M.D., 1512 Grant 
Boulevard, Syracuse, N. Y.; M. B. Casesott, M.p., 4000 Balti- 
more, Kansas City, Mo.; Cuartes F. Newson, M.D., 9615 
Brighton, Way, Beverly Hills, Calif.; M. C. WicInTon, M.D., 
310 Wes: Thomas Street, Hammond, La.; Aaron H. Hor- 
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LAND, M.D., 129 Chancellor Avenue, Newark, N. J.; W. H. 
Wa ton, M.D., 109 South High Street, Belleville, Ill.; Cyrus 
W. Anperson, Republic Building, Denver, Colo.; 
Grorce H. Lemon, m.p., 355 East Broadway, Toledo, O. 


Committee on Insurance: NorMAN F. Coutrer, M.D., Chairman, 
1516 South Kuhl Avenue, Orlando, Fla.; Harry R. SoLrero, 
M.D., 315 North Broadway, Billings, Mont.; Grorce E. 
Burkert, Jr., M.D., 349 Main Street, Kingman, Kan.; Edwin 
Rosner, M.D., 814 Haddon Avenue, Collingswood, N. J.; Nor- 
man R. Booher, M.D., 447 East Thirty-Eighth Street, Indianap- 
olis, Ind. 


Committee on Mead Johnson Awards for Graduate Training in 
General Practice: Maryorie E. Conran, M.D., Chairman, 519 
Philadelphia Pike, Wilmington 3, Del.; Ricuarp R. Cuam- 
BERLAIN, M.D., 30 Lenox Place, Maplewood, N. J.; Jason C. 
Sanders, M.D., 106 East Kingshighway, Shreveport, La.; 
Bernard E. Edwards, M.D., 704 North Main Street, South Bend, 
Ind.; Leland S. Evans, M.D., 217 West Court Avenue, Las 
Cruces, N. M.; Donald H. Kast, M.D., Bankers Trust Building, 
Des Moines, Ia. 


Ross Award Committee: Juan C. Heron, M.D., Chairman, 490 Post 
Street, San Francisco, Calif.; William A. Sams, M.D., P.O. Box 
B B, Marshall, N. C.; Arthur L. Vasconcellos, M.D., 1128 
Alakea Street, Honolulu, Hawaii 


Liaison Committee on National Defense: STANLEY L. Harpy, M.D. 
Chairman, 1390 South Eighth Street, Las Vegas, Nev.; 
Wuuam F. Putnam, M.p., Lyme, N. H.; Max Klinghoffer, 
M.D., 435 Oriole, Elmhurst, Ill.; Verne L.. Adams, M.D., 
Eugene Medical Center, Eugene, Ore.; Harvey D. Runty, M.D., 
DeWitt, Neb. 


Committee on State Officers’ Conference: H. MarcumMont-Rosin- 
SON, M.D., Chairman, 14 E. Jackson Boulevard, Chicago, IIl.; 
Earl C. Van Horn, M.D., 4843 Reading Road, Cincinnati, O. 


Academy Representatives, Joint Residency Review Committee for 
General Practice: WILLIAM J. SHAW, M.D., Lee Hospital, Fayette, 
Mo.; Jesse D. Ristnc, M.D., University of Kansas Medical 
Center, Kansas City 12, Kan.; Louis F. Rittelmeyer, Jr., M.D., 
University of Mississippi Medical Center, Jackson, Miss. 


Representatives to Joint Committee on Industrial Medicine: LESTER 
D. Biter, M.p., Underwriters Bldg., Indianapolis, Ind.; James 
L. Patterson, M.D., National Bank Bldg., Logan, W. Va. 


Special Committee on International Academy of General Practice: 
William B. Hildebrand, M.D., Chairman, 216% Main Street, 
Menasha, Wis.; U. R. Bryner, M.D., 508 East South Temple, 
Salt Lake City, Utah; Paul A. Davis, M.D., 633 East Market, 
Akron, O. 


General Practice Survey Committee: William J. Shaw, M.D., Chair- 
man, Lee Hospital, Fayette, Mo.; William B. Hildebrand, M.D., 
216% Main Street, Menasha, Wis.; Joseph Lindner, M.D., 
3405 Clifton Avenue, Cincinnati, O. 


Liaison Committee on Mental Health: Andrew S. Tomb, M.D., 
Chairman, P.O. Box 603, Victoria, Tex.; E. I. Baumgartner, 
M.D., 25 Alder Street, Oakland, Md.; I. P. Frohman, M.D., 
2924 Nichols Avenue, S.E., Washington, D.C.; Richard H. 
Gwartney, M.D., 2810 State Street, San Bernardino, Calif.; 
L. E. Drewrey, Camden, Ark. 
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Full Day’s Work 


full 24 hour protection 


(Wood engraving by Bernard Brussel-Smith for the Armstrong Cork Company.) 


Many industrial jobs are impossible for a man with coronary insufficiency. 
Now, however, 1 tablet of METAMINE SUSTAINED, morning and evening, will 
help protect him from attacks of angina pectoris. 


Shes. Looming Ce Sac. 155 East 44th Street, New York 17, N.Y. 
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Without Angina Pectoris 


for & out of 10 angina patients 


In rigorous clinical trials) METAMINE Simplified dosage—just 1 tablet on arising, 
SUSTAINED improved 80 (78%) of 103 and 1 before the evening meal. 
patients with angina pectoris, including a 


Greater economy for your angina patient. 


group refractory to other medication. 


Supplied: Meramine Sustainep, 10 
; in bottles of 50 sustained-release tablets. 
releases 10 mg. of METAMINE, the unique, Also available: METAMINE, 2 mg., and 


amino nitrate, to provide enduring, 12-hour  =Mertamine (2 mg.) with BUTABARBITAL 
(4 gr.), bottles of 50 tablets. 


Each METAMINE SusTAINED tablet slowly 


protection from anginal attacks. 


IFuller, H. L. and Kassel, L. E.: Antibiotic Med. and Clin. Therapy, 3:322, Oct., 1956 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 
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When patients start to gain weight, they often be- 
come less active—and gain more weight! Health 
may suffer. You can stop this vicious circle, make 
it easier for patients to achieve and maintain nor- 
mal weight by prescribing ALTEPOSE. It makes 
reducing easier because it provides ‘Propadrine’ 
to curb appetite, thyroid to release tissue-bound 
water and ‘Delvinal’ to relieve irritability. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CoO.. INc., PHILADELPHIA 1, PA. 
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FLEXIN is sufficiently safe 


“No significant alterations of pulse, blood pressure, or respiration 
were observed [during therapy with FLexin], and there were no 
deleterious effects noted in blood counts, urinalyses, or liver and 
kidney function tests.” 

“...no important signs of toxicity were found in blood or urine 
studies ...drowsiness and transient dizziness in an occasional 


patient, together with occasional mild gastric irritation, were the 
only undesirable side-effects observed ...’* 


FLEXIN is effective 


“When it [FLExiIn] was administered orally in doses of 250 to 500 
mg. three and four times a day, 14 of 18 patients with spasticity 
due to spinal cord lesions showed objective improvement of spas- 
ticity."* 

“Rheumatic diseases with the major disability caused by stiffness 
and aching appear to respond well... 


FLEXIN has a long duration of action 


“The administration of an effective dose of zoxazolamine [FLEXIN] 
was usually followed by muscular relaxation within an hour, with 
the peak effect being reached within two hours and waning 
within four hours. Some degree of muscular relaxation was occa- 
sionally seen 24 hours or longer after discontinuance of therapy." 


equirements 


MCNEIL} 


...- dependably stable in gastric acid 


. the great proportion of the drug administered 
passes through the stomach unaltered. . . .”! 


. dependably absorbed 
“*.,. and reaches the intestine where absorption read- 
ily takes place... .””' 


. dependably effective 


“*.. for the first time we can obtain blood concentra- 
tions with oral administration that are similar to 
those obtained with intramuscular injection of peni- 
cillin G at comparable doses.” 


1. Welch, H.: Antibiotic Med. 2:11 (Jan.) 1956. 


Oral Penicillin with Injection Performance Or, al Wijeth 


SUSPENSION 


PEN « VEE + Oral is Penicillin V, Crystalline (Phenoxymethy] 
Penicillin) 


PEN « VEE Suspension is Benzathine Penicillin V Oral Suspension 
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ATARAXIC 
IN LIQUID FORM 


PROMPT-ACTING, 
GOOD-TASTING 


ATARAX SYRUP 


Chicago 11, Illinois 


WITHOUT DISTURBING 
MENTAL ACUITY 


FAST —begins to induce “peace of 
mind” within 15 minutes.' 


EFFECTIVE — approximately 90% clin- 
ical response in anxiety and tension 
states.'»?° 


WELL-TOLERATED ~ virtually no side 
effects are reported. No toxic action 
on liver, blood or brain.': 


DOSAGE: Adults, usually one 25 mg. 
tablet or two tsp. Syrup, t.i.d. Children, 
usually one 10 mg. tablet or one tsp. 
Syrup, once or twice daily. Adjust as 
needed. 


SUPPLIED: In tiny 25 mg. (green) 
tablets, and 10 mg. (orange) tablets, 
bottles of 100. ATARAX Syrup in pint 
bottles, containing 2 mg. ATARAX per cc. 
yy Farah, Luis: Int. Rec. of Med. 
& Gen. Prac. Clin. 169:379 (June) 1956. FS 


ae, M.: Geriatrics, July, 1956. 3. Rob- 
M. et al: J.A.M.A. 161:604 (June 16) 
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of new bee 
of pneumonia (with or ie 
by pneum cocci, streptococci, 


Supplied: Capsules, 
tetracycline 167 n 


thebrequirements of antibiotic therapy today 


multi-spectrum antibiotic formulation 
orld Leader in Antibiotic 
lopment and Production PFIzER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


*TRADEMARK 


in antibiotic therapy... 


SALE 


PROTOVERATRINES A AND B WITH RESERPINE 


Conservative therapy in hypertension can be made more effective 


EFFECTIVE: When combined with reserpine, hypotensive effects 
of protoveratrines A and B can be achieved with smaller dosage. 
Side effects are markedly reduced. 


SAFE: Veralba-R can be given routinely without causing postural 
hypotension or impairing the blood supply to the heart, brain 
and other vital organs. Dosage is simple. 


ACCURATE: Potency is defined by chemical assay. All ingredients 
are in purified, crystalline form. 


Each Veralba-R tablet contains 0.4 mg. of 
protoveratrines and 0.08 mg. of reserpine. 
Bottles of 100 and 1000 scored tablets. *Trademark 


PITMAN-MOORE COMPANY © Division of Allied Laboratories, Inc., INDIANAPOLIS 6, INDIANA 
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maximum efficacy with minimum risk 


Terfonyl 


SQUIBB METH-DIA-MER SULFONAMIDES 


mg. per 100 mi. 
v 


~ After Lehr,0.,Modern Med. 23:111 (Jan. 15) 1955. 


Terfonyl is absorbed as well as single “soluble” sul- 
fonamides, but is eliminated at a slower rate. For this 
reason, Terfonyl blood levels are much higher. 


In experimental infections (Klebsiella, Pneumococcus, 
Streptococcus), Meth-Dia-Mer sulfonamides have been 
shown to be from three to four times more effective 
on a weight basis than single “soluble” sulfonamides. 


Toxicity is minimal because normal dosage provides 
only one-third the normal amount of each sulfonamide. 
The body handles each component as though it were 
present alone, although therapeutic effects are additive. 


Terfonyl Tablets, 0.5 Gm., bottles of 100 and 1000. 
Terfonyl Suspension, 0.5 Gm. per 5 ml., pint bottles, 


0.167 Gm, each of sulfamethazine, sulfadiazine and sulfa- 
merazine per tablet or per 5 ml. teaspoonful of suspension. 


SQUIBB *TERFONYL’® 1S A SQUIBB TRADEMARK 


ve 
BLOOD LEVELS IN MAN ON DOSAGE OF 6 GM. PER DAY . 
12.5 
—— 2 4 
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THE CASE 
FOR EARLY CONTROL 
OF HYPERTENSION' 


In the Guest Editorial for GP in July, Dr. Edward D. Freis 
reexamines two major questions: 


1. Should Hypertension Be Treated Early? Freis 


finds the case for early treatment to rest on cause-and- - 


effect evidence: “. . . high pressure, . . . and nothing else 
but this high pressure, creates many if not all the organic 
manifestations that lead to the final disability and eventual 
death of the patient.’’ The ‘evidence presents a cogent 
argument for the treatment of hypertension early before 


991 


vascular damage has occurred. 


2. What Is the Role of the More Potent Agents? 


the evidence... suggests that the technique [for the, 


effective and safe use of such agents as ANSOLYSEN] 
should be more widely learned and employed. Further- 
more, .. . the patients with early hypertension, especially 
those without renal damage, are far more easily con- 
trolled, with fewer side effects, than the patients with 
advanced hypertension.’’! 


Freis cautions that these views are not presented as dogma; 
“«.. . they have been developed to show the other side of 
an argument that seems to have many points in its favor.’”! 


1. Freis, Edward D.: Guest Editorial. GP 14:72 (July) 1956. 


ANSOLYSEN 


TARTRATE Pentolinium Tartrate 
Lowers Blood Pressure 
Myeth 


® 
Philadelphia 1, Pa. 
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nudges your patient to sleep 


Nonbarbiturate. Gently calms the nervous insomnia patient, bringing tranquil 
sleep in 15-30 minutes. Wears off in about 5 hours, so 


patient normally awakens next day free of hangover. 


eee | 
| 
| 
| 
| 
: 
| 
| 
| 
| 


611024 


®*Selenium Sulfide, Abbott 


quickest way to relieve the itching, scaling, 
burning of seborrheic dermatitis and dandruff. 
The first few Selsun applications control symptoms 
—then each application keeps the scalp healthy up 
to four weeks. Effective in 81-87% of seborrheic 
dermatitis, 92-95% of dandruff cases. And Selsun 
is as simple to use as a shampoo. Sold only 


on prescription, Selsun Suspension 
comes in 4-fluidounce plastic bottles. Obbott 
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Each cc. BONADOXIN DROPS contains : 
Meclizine Dihydrochloride 8.33 mg. 
Pyridoxine Hydrochloride 16.67 mg. 


1. Dougan, H. T.: An oral Therapy (Bonadoxin Drops) 
for infant colic and pylorospasm. Journal-Lancet 76:135 
(May) 1956. 2. Litchfield, H. R.: The use of meclizine 
dihydrochloride with pyridoxine in vomiting and pylo- 
rospasm in infants and children. In press. 


Chicago 11, Illinois 
Dosage: 


PEACE of mind ATARAX® 


Supplied 


from whining to dining 


DROPS 


stop infantile colic....in hours 


.... Without barbiturates 
.... Without belladonna 


BONADOXIN DROPS attack the known mech- 
anisms of infantile colic with anticholin- 
ergic activity, tranquilizing effect, antihis- 
tamine action and prophylaxis against B, 
deficiency. 


Dougan’ reports the formula 88% ef- 
fective in colic and pylorospasm. Litch- 
field? controlled most cases within 48 
hours; all were controlled within 72 hours. 
No side effects were observed.’* 


Age cc. Drops 
Birth-3 mos. 0.5 to 1.5 cc. 15-45 daily 
6 mos. to 2 yrs. | 1.5 to 3.00 ce. daily 
2-6 yrs. 2.00-4.00 cc. daily 
older children | 3.00-6.00 ce. daily 


in 30 ce. dropper bottles. 
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Furadantin 


BRANO OF NITROFUR 


‘Successful results were obtained in all pregnant patients.” 


Average dose: one 100 mg. tablet, 
q.i.d.; 1 tablet with each meal and 
1 with food or milk on retiring. 


Tablets: 50 and 100 mg., bottles 
of 25 and 100. 


References: 1. Koss, E. H.: Am. J. Med. 18:764, 
1955. 2. Diggs, E. S., Prevost, E. C., and Vaideras, 
J, G.: Am, J. Obst. 71:399, 1956. 
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ii neither antibiotics nor sulfonamides 


and the 60-10-70 Basic Pian 


In the development of good eating 
habits, medication is important, 

not only in initiating control, but also 
in maintaining normal weight.!25 


Obedrin contains: 

e Methamphetamine for its anorexigenic and mood- 
lifting effects. 

e Pentobarbital as a balancing agent, to guard against 
excitation. 

e Vitamins B, and B, plus niacin to supplement the diet. 


e Ascorbic acid to aid in the mobilization of tissue 
fluids. 


Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 
provides for a balanced food intake, with sufficient 
protein and roughage. 


Semoxydrine HCl (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCl 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954). 
2.Sebrell,W.H.,Jr.:J.A.M.A., 
152:42 (May, 1953). 

3. Sherman, R.J.: Medical 
Times, 82:107 (Feb., 1954). 


60-10-70 Menu pads, weight hae THE S. E. MASSENGILL COMPANY 


and samples of Obedrin. 
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Parenteral-like androgen effect without injection 


Linguets 


Patients with diminished androgenic activity improve 
satisfactorily on parenteral androgen therapy — but may 

feel “tied” to your hypodermic needle. 

Fully as good results can be obtained with Metandren Linguets ... 
for they are promptly absorbed buccally or sublingually 

into the systemic circulation, thus by-passing early inactivation 
in the liver and in the digestive tract. Twice as potent as 

orally ingested methyltestosterone, Metandren Linguets provide 
an effective, economical and convenient form of androgen therapy. 


Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


2/2275" 
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The middle aged cardiac with 


accompanying arteriosclerotic 
hypertension can be given long lasting 
peace and comfort with the 

reliable vasodilating and 


sedative effects of 


CALPURATE with PHENOBARBITAL 


yellow tablets, each containing 
theobromine calcium gluconate 500 mg. and 


phenobarbital 16 mg. 


° 
| — Mialtiie 
containing theobromine calcium 


gluconate 500 mg. 


MALTBI AON WALLACE & TIERNAN, INCORPORATED 
BELLEVILLE 9, NEW JERSEY 
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‘be 
> 
or diuresis 
| 


after 20 successful years 
raising milk-allergic children... 


better than ever 


better than ever 
in color...in taste... 
in free-flowing 
consistency 


and— 
in virtual 
freedom from 
loose stools 


\/ 


MULL-SOY 


The up-to-date hypoallergenic 
soy alternative of choice re- 
placing whole or evaporated 
cow’s milk in any formula 
whenever cow’s milk allergy is 
encountered or anticipated. 


2 
Bordens PRESCRIPTION PRODUCTS DIVISION 
® 350 Madison Avenue, New York 17 


Liquid* 


Available in 1514-fl.oz. tins. Start 
with 1:3 dilution with water, 
strengthen gradually to 1:1. Add 
carbohydrate and vitamins as re- 
quired, at your discretion. Also 
available: MULL-SOY Powdered in 
1-lb. tins at all drug outlets. 
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4 @ new measure wiherapy: = 
totally new development in anorexigenic therapy, Pre UDIN substan- 
Distinctive in Effectiveness: In three years of cli trials PRELUDIN | 
ntly demonstrated outstanding ability to produce significant and progressive weight 
<4 throu h voluntary effort s restrictign of caloric intake, 
— ex it ent Itma ner | be admin vith to atients v 
enjoyment of meals...causes a mild evenly sustai tion of mood that | 
° .. ine frame of mind. - 


This Diaflex X-ray Installation 
is modern, complete =— at a budget cost 


Every installation of the Diaflex line 
incorporates finest quality. Rich ivory 
finish imparts handsome appearance. 


The motor-driven table always insures 
clear table radiography because of the 
exclusive “HIDE-A-WAY” Screen or 
Spot Film Assembly. 


You CAN BE SURE... 1F 


A new circuit in the Diaflex control 
provides DENSITY STABILITY so 
important for quality radiography. 
The Diaflex line is modern, with exclu- 
sive features which save you time and 
produce quality results. Write for our 
descriptive bulletins. No obligation, 
of course. 


Westinghouse 


Yo, 


LEASE: 
PLAN | 
Rou 


Westinghouse 
Electric 
Corporation 


X-RAY DIVISION 


2519 Wilkens Avenue, 
Baltimore 3, Maryland 
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the formula tells you why 
PRONEMIA is the MOST POTEN 
of all oral hematinics 


Look ai the formula and see for yourself why PRONEMIA 
has no equal. One capsule daily supplies a generous 
quantity of every known hemopoietic agent, including 
purified intrinsic factor concentrate. PRONEMIA is 


indicated for the treatment of ALL treatable anemias. 


EACH CAPSULE CONTAINS: 


Vitamin B,2 with Intrinsic Factor 
Concentrate 
Vitamin (additional) 


Powdered Stomach 


Ascorbic Acid (C) 
Folic Acid 


LEDERLE LABORATORIES DIVISION amenrcan Cyanamid company PEARL RIVER, NEW YORK 
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3 
.. 1U.S.P. Oral Unit 
oe Ferrous Sulfate Exsiceated.................. 400 mg. 
a 150 mg. 
x a. sealed copsules (a Lederle exclusive!) for 
more rapid and complete absorption. 
re 
> : 
Lederle 
“REG. U.S. PAT. OFF. 
d 
i 


For Pain-Fre@e 
of everyda 
In “Rheumatism’Pe 


combine: 


THE PROPER FORMULA 
PROPERLY FORMULATED 


-PREDNISOLONE (1 mf. 
+ 


ASPIRIN (0.3 Gm.)......... 
+ 


ASCORBIC ACID (50m 
+ 


ANTACID (0.2 Gm)......... 


Physical separation of the 

steroid component from the 

aluminum hydroxide as pro- 

vided by the Multiple Com- 

pressed Tablet construction 

assures full potency and sta- * Early rheumatoid arthritis Synovitis 

bility of prednisolone. Rheumatoid spondylitis Tenosynovitis 
Osteoarthritis Myositis 
Still’s disease Fibrositis 
Psoriatic arthritis Neuritis 
Bursitis 
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erformance 
hvities 


.for anti-inflammatory, anti-rheumatic benefits 
at effective low dosage. 


for analgesia plus additional anti-rheumatic 
activity. 


. for anti-stress support that guards against ad- 


renal ascorbic acid depletion. 
(Ascorbic Acid present as 60 mg. Sodium Ascorbate.) 


. dried aluminum hydroxide gel minimizes the 
possibility of gastric distress. 


DOSAGE: 1-4 TEMPOGEN Tablets t.i.d. or q.i.d. 
(TEMPOGEN Forte, 1 or 2 tablets t.i.d. or q.i.d.) 


for one or two weeks. Then. lower by 1 tablet every four 
or five days to maintenance level. 
SUPPLIED: TEMPOGEN and TEMPOGEN Forte 


—in bottles of 100 Multiple Compressed Tablets. 


POG provides perv MERCK SHARP & DOHME 
ed DIVISION OF MERCK & CO., Inc. 


PHILADELPHIA 1, PA. 


"Patients 
okompressed Tablets 
® 
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| Menthol - 
Alcohol 


at te or AMBENYL EXPECTORANT for | 
is usually shortened as well, because — 

See. agents, plus antihistaminic-antispasmodic nulcent and expectorant = 

a 

NA 

Contains in each fluidounce Dihydrocodeinone bitartrate . . . . Yer 
hydrochiorids avis) 2 teaspoonfuls; children, ¥2 to 1 teaspoon 


now you can prescribe 


sulfas 


in a delicious suspension...no unpleasant aftertaste 


DELTAMIDE 


THE PREFERRED QUADRI-SULFA MIXTURE 


Suspension Tablets 


Finicky patients are on your side when you prescribe 
Deltamide Suspension. Its delightful synthetic 
chocolate-like flavor completely masks the taste of 
sulfas. Deltamide Suspension can safely be given to 
children and other patients sensitive to chocolate. 


I Sas . Each 5 cc. teaspoonful of the Suspen- 
Try tamide sion, or each Tablet, supplies: 
tract infections. Action is 
Sulfadiazine 0.167 Gm. 
rapid and side effects - 
Sulfamerazine 0.167 Gm. 
rare. Deltamide is eco- a 
nomical for your pa- Sulfamethazine 0.056 Gm. 
Sulfacetamide 0.111 Gm. 
Tablets: Bottles of 100 and 1000. 
Suspension: 4 and 16 oz. bottles. 


When the situation also calls for penicillin — 
DELTAMIDE w/Penicillin 


Each tablet or 5 cc. of suspension con- Tablets: Bottles of 36 and 100. Powder for 
tains—in addition—250,000 units of po- = suspension: 60 cc. bottles to provide 2 oz. 
tassium penicillin G. of suspension by adding 40 cc. of water. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY. + KANKAKEE, ILLINOIS 
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Multiple vitamins-minerals 


in a candy-flavored base 


The candy taste of “Clusivol” Syrup appeals par- 
ticularly to children but is also enjoyed by older in- 
dividuals who prefer a liquid preparation. 

To facilitate administration, a dripless, unbreakable 


plastic dispenser is supplied free with the 8 ounce 
bottle. 


10 cc. (2 teaspoonfuls) contains: 


*Supplied as choline bitartrate, ferrous gluconate, cal- 
cium lactate and the hypophosphite, calcium hypo- 
phosphite, potassium iodide, potassium gluconate, 
manganous gluconate, zinc glycerophosphate and 
magnesium gluconate. 


Dosace: Children—1 to 2 teaspoonfuls (5-10 cc.) daily. 
Adults — 2 teaspoonfuls (10 cc.) twice daily, or as required. 


Suppuizp: “Clusivol” Syrup — No. 948 is presented in 8 oz. (with dispenser) and 16 oz. bottles. 
Also available: “Clusivol” Capsules — No. 293 — Bottles of 100 and 1,000. 


AvYERST LABORATORIES * New York, N. Y. * Montreal, Canada & 


PRODUCT 
Pore ure ( 
NoTRTiONAL SAFE 
S 
BC 
| 
Thiamine HCI (B:) 2.0 mg. Potassium* 
| 
Pyridoxine HCl (Be) 12 mg. 
51 
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relieves pain 


lowers fever 


combats rhinorrhea 
curbs congestion 
heightens morale 
CORICIDIN forte Capsules provide more complete relief 


and control of even the severest colds by the addition of 
two new anticold factors to clinically proved CoRICIDIN:* 


e the stress and anti-infection support of vitamin C 


e the antidepressant and analgesic potentiating benefits 
of methamphetamine 


each CorRICIDIN forte Capsule provides: 
Chlorprophenpyridamine maleate + 4 mg. 
Salicylamide - 190 mg. 

Phenacetin - 130 mg. 

Caffeine « 30 mg. 

Ascorbic acid - 50 mg. 

Methamphetamine hydrochloride + 1.25 mg. 
Bottles of 100 and 1000. 


*a name synonymous with cold control 


brand of analgesic-antipyretic. 


CN.3.996 
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“all-over” comfort 
for the “all-over” cold 


CORICIDIN 


forté 


CAPSULES 
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CORICIDIN 


with PENICILLIN 
tablets (150,000 units) 


with one combination 
the cold relieved 


infection checkmated 


CORICIDIN* with Penicillin Tablets provide a dual at- 
tack that prevents the cold from becoming a problem: 


1. Almost immediate relief of symptoms by means of 
the unexcelled antihistamine, chlorprophenpyrid- 
amine maleate, and the widely recommended APC 
combination. 


2. Prevention or control of complications frequently 
caused by bacterial invaders by means of oral penicillin. 


*a name synonymous with cold control 


each tablet contains: 

Penicillin G Procaine - 150,000 units 
Chlorprophenpyridamine maleate - 2 mg. 
Aspirin - 0.15 Gm. 

Phenacetin - 0.12 Gm. 

Caffeine - 0.03 Gm. 


packaging: CoricipIn with Penicillin G Procaine Tablets, bottles 


of 24 and 100. 


CN.s 696 


CoricipIn,® brand of lgesi ipyretic. 
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THE QUESTION OF ASPIRIN 
THERAPEUTIC DOSAGE 


Recent studies’? show that, in inflammatory disease, high-level 
aspirin dosage produces effective results comparable to corti- 
sone. BUT . . . massive doses of aspirin may alter prothrombin 
levels and, with ACTH-like action, cause a depletion of Vitamin 
C.’ Link* was first to demonstrate that both side actions of 
aspirin may result in hemorrhage. 


pany high-level aspirin dosage. 


A-C-K° BUFFERED combines Aspirin with Vitamins C 


and K to guard against hemorrhagic tendencies with therapeutic 
aspirin dosage. 


Three to ten per cent of the population exhibits gastric intol- 
erance to even ordinary aspirin dosage.** Arthritics may be . 
even more prone to gastric upset.’ 


Rapectally ta therapeutic an acié- acutrelising agent 
provides a safeguard to patients who tolerate aspirin poorly. 


A-C-K BUFFERED supplies Calcium Carbonate, a su- 


perior buffering agent to assure satisfactory intake. 


Available in yellow and white two-layered tablets, in bottles of 100 and 
1000. Each tablet contains: Acetylsalicylic Acid — 333 mg. (5 gr.); 
Ascorbic Acid—33.3 mg. (4% gr.); Menadione—0.33 mg. (1/200 gr.); 
Calcium Carbonate—60 mg. (1 gr.). A development of the Wisconsin 
Alumni Research Foundation. 

Bibliography: 1. Busse, Edwin A.: Clinical Medicine 2:1105 (Nov.) 1955. 2. Brit. 
M. J. 1:1223 (May) 1954. 3. Segard, Christian P.: Med. Times 81:41 (Jan.) 1953. 
4. Link, Karl P.: Chi. Med, Soc. Bull. 51:23 (July) 1948. 5. Ind. Med. 20:480 


(Oct.) 1951. 6. J. Am. Pharm. Assoc., Sc. Ed., 39:21 (Jan.) 1950. 7. Fremont-Smith, 
Paul: JAMA 158:386 (June) 1955. 


OF Hasvey (mpany SARATOGA SPRINGS, N. Y. 


NAME__ 


(PLEASE PRINT) 
ADDRESS. 


CITY. 
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Prizer LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 


therapy for 
winter’s 
infections 
made more 
acceptable 
with new 
peach- 
flavored 
broad- 
spectrum 


TERRABON 


BRAND OF DI-OXYTETRACYCLINE 


Fi in a spoon with ready- 
to-use liquid form of oxytetracycline 
(Terramycin®). Therapeutic blood 
levels in one hour. 


and new 
peach- 
flavored 
broad- 


spectrum 


TERRABON 


BRAND OF CALCIUM DI-OXYTETRACYCLINE 


PEDIATRIC 
DROPS 


For infants and younger children, 
2 drops per pound per day, 
ready-to-use liquid form of 
oxytetracycline (Terramycin), 
supplied with specially 

calibrated plastic dropper. 


= 
| 
2 
ae 
‘ . 
pare: 
3 


When the patient 
is under 
unusual stress... 


Stress Formula Vitamins Lederle 


A complete vitamin formula 
designed to ease the daily stress in 
modern living—to restore efficiency, 
toreplace depleted essential vitamins. 
One capsule daily. 


Each Capsule Contains: 
Thiamine Mononitrate (B,) 
Riboflavin (B2) 
Niacinamide 

Ascorbie Acid (C) 
Pyridoxine HCl (Bez) 
Vitamin 

Folie Acid 


"nea. U.S. PAT. OFF. 


Leaterte) LEDERLE LABORATORIES Div. SIQN, AMERICAN RYANAMID COMPANY, PEARL RIVER, NEW 
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| 4 
.... 4 megm. 
Calcium Pantothenate........... 20 mg. 
Vitamin K (Menadione)........... 2 
56 G 


(Chlorotrianisene) 


the menopause smoother 


A 


*Tests performed for The Wm. S. Merrell 
Company by an independent radiological lab- 
oratory. Radioactive iodine supplied by the 
U. S. Atomic Energy Commission, Oak Ridge 
National Laboratory. 


1. Greenblatt, R. B., and Brown, N. H.: Am. 
J. Obst. & Gynec. 63:136!, 1952. 2. Thompson, 
C. R., and Werner, H. W.: Proc. Soc. Exper. 
Biol. & Med. 77:494, 1951. 3. Woodhull, R. B.: 
Obst. & Gynec, Surv. 3:201, 1953. 4. Editorial: 
Management of the Menopause, J.A.M.A. 
158:566, 1955. 5. Edwards, B. E.: J. Indiana 
M. A, 47:869, 1954. 6. Gillam, J. S.; Hunter, 
G. W., and Darne, C. B.: J. Clin. Endocrinol. 
14:272, 1954. 7. Nulsen, R. O.; Carmon, W.B., 
and Hendricks, H. O.: Am. J. Obst. & Gynec. 
65:1048, 1953. 


Section of rat omental fat containing TACE tagged 

with (A) leaves radioautograph 

evidence (B) of TACE storage in body fat. 

In a control study, I'3! was administered without TACE. 
There was no evidence of the iodine in any of the body fat depots. 


Radioautographs* prove unique TACE fat storage supporting 
fat bioassay findings of Greenblatt! and Thompson.2 


Prolonged relief for months after 
cessation of therapy. 


An average duration of relief from menopausal symptoms 

of 2.95 months after discontinuance of TACE therapy has 
been reported.3 The fat storage property of TACE is unique, and 
produces a clinical response free from the gross 

variations in estrogen stimulation common with other estrogens.* 


Only TAcE has all three requirements for 
effective hormonal treatment in the menopause‘ 


1. Long-acting — TACE is the only long-acting orally 
administered estrogen. 2. Orally administered — TACE is 
administered only by mouth and is stored in body fat.! 

3. Inhibits pituitary activity — in experimental animals TACE 
has less tendency to produce pituitary hyperplasia 

than other estrogens.5 


Notable freedom from withdrawal bleeding 
and other side effects 


In four series,3-5-7 totaling 257 patients, 250 TAcE-treated 
cases experienced no withdrawal bleeding... 
other side effects were minimal and TACE was well tolerated. 


Average TACE Dosage: 2 capsules daily for thirty days, 
Severe cases may require additional short courses. 


THE WM. S. MERRELL COMPANY New York + CINCINNATI « St. Thomas, Ontario 
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Averages derived from the following number 


Q Normal females: » 188 


Normal males: 284 


Males with coronary 9 
heart disease: 


Here’s research in grand style at the terrific 
speed of 60,000 RPM, with centrifugal fields 
reaching 300,000 g’s in the ultracentrifuge! 


The object: identification and quantitation 
of the giant molecules among the complex 
lipoproteins of the blood. 


Significance: elevation of certain blood 
lipids has been linked to the accelerated pro- 
gression of coronary disease; disturbed lipid 
metabolism is suspected as a cause of athero- 
sclerosis. Blood fractionation by ultracentri- 
fuge has led to the development of atherogenic 
index values shown above: clinical athero- 
genic trends coincide with the atherogenic 
index obtained by this method. 


Application: the ultracentrifuge is now be- 
ing used to investigate the influence of dietary 
supplementation with “RG” Lecithin upon 
atherogenic index values in patients. 


Glidden’ 


Adapted from Gofman, J. W., and others: Mod. Med. 21:119 (June 15) 1953. 


HOW A DIZZY SPIN SPILLS THE FACTS 
about coronary disease and atherosclerosis 


This is but one phase of the vast research on 
disease states which apparently are associated 
with lecithin insufficiencies. Lecithin, a con- 
stituent of all cells and organs, emulsifier, and 
lipid transport agent, is the focal point of 
attention. 

Glidden’s “RG” Lecithin is the only lecithin 
made specifically for medically indicated 
dietary purposes. It consists of 90% natural 
phosphatides in dry, free-flowing granules re- 
fined from soybeans. 


“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. It is usually given in amounts of one 
teaspoonful t.i.d. (7.5 Gm.). (In current clini- 
cal research, amounts up to 60 Gm. daily 
are used.) 


A preliminary report on lecithin in health 


and disease has been published and is avail- 


able to physicians on request. 


LECITHIN cictery prosphetide supplement 


The Glidden Company - Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill. 
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(Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 

BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 

READY-T0-TAKE — Mysteclin Suspension requires no re- 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 


Squibb Quality — the Priceless Ingredient 


*MYSTECLIN’®, *STECLIN’®, AND ‘MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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For round-the-clock therapy 


With two doses a day 


Lipo Gantrisin ‘Roche’—a new, palatable 
liquid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 


2. Adequate twelve-hour blood levels 
after a single dose 


3. Same therapeutic advantages as 
Gantrisin ‘Roche’ 


Lipo Gantrisin® Acetyl—brand of 
acetyl sulfisoxazole in vegetable 
oil emulsion 
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Medihaler 


Means self-powered, uniform, measured-. 


dose inhalation therapy... 


Medihaler 


Means true nebulization. Each measured 
dose provides 5 to 8 times as many par- 
ticles in the ideal size range as conven- 
tional nebulizers... 


Medihaler 


Means an unbreakable Oral Adapter— 
no movable parts—no glass to break— 
no rubber to deteriorate... 


Medihaler ~ 


Means effective medications in an inert 
aerosol vehicle, in leakproof, spillproof, 
plastic-coated bottles... 


Medihaler 


Means utmost patient convenience— 
medication and Adapter together in plas- 
tic case, convenient for pocket or purse... 


Medihaler 
Means greater economy —no costly glass 
nebulizers to replace, and one inhalation 
usually suffices for prompt relief. 


UNIQUE MEASURED-DOSE INHALATION METHOD 


For Rapid Relief of Acute or 
Continuing Bronchospasm 


Medihaler-Epi- 


Riker brand of epinephrine 0.5% solution - 
in inert, nontoxic aerosol vehicle. Each 
ejection delivers 0.125 mg. epinephrine. 
In 10 cc. vial with metered-dose valve, 
sufficient for 200 inhalations. 


Ra Medihaler-Iso 


Riker brand of isoproterenol HC1 0.25% 
solution in inert, nontoxic aerosol vehicle. 
Each ejection delivers 0.06 mg. isopro- 
terenol. In 10 cc. vial with metered-dose 
valve, sufficient for 200 inhalations. 


Medihaler-Nitro is 1% octyl nitrite in 


phrine in emergency situations in which 
respirations have not ceased. It provides 
rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- - 
spasm, angioneurotic edema, edema of 
glottis, etc.). In most instances only one 
inhalation is necessary. 


RK Medihaler Oral Adapter 


Note: First prescri 


ton Medthaler 
medications Ss. 


id include the desired 
and Medthaler Oral Adapter. 


Oral Adapter made of hard plastic with 
no movable parts... fool- 
proof...unbreakable and 
easily cared for by rapid 
rinsing...entire set, in- 
cluding medication, fits 
into neat plastic case 
small enough to be carried 
inconspicuously in pocket 
or purse...the smallest 
package for nebulization 
ever produced. 


using the lungs as the most direct portal of 
entry, faster relief than from orally adminis- 
tered drugs is assured because of proximity 
of pulmonary and coronary circulations, 
Faster-acting than nitroglycerin. Fewer side 


Only one or two inhalations 


zation form. Outstanding for the emergency 
relief of acute anginal pain. Each inhalation 
delivers precisely 0.25 mg. of octyl nitrite. By 
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ry. One full minute 
should elapse between inhala- 
tions. In 10 cc. Medihaler bot- 
tle with valve, 


effects than from nitroglycerin 


or amy! nitrite. 
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new 


the growing promise 


HYDROCHLORIDE 
hydrochloride 


"Trademark 


common 


| 
| 
| 
| 
Promazine Hydrochloride 
— 


@ SPARINE Hydrochloride provides dramatic control of agitation in the acute 
psychotic, acute alcoholic, and drug addict. Especially promising has been the minimal 
toxicity observed—no case of liver damage has been reported. 


In a new study, Shea and others! find SPARINE effective for control of a wide range 
of conditions associated with various medical emergencies. In a series of 47 cases 
the authors found: 


“‘On all but 2 cases the doses used (25 to 200 mg.) permitted satisfactory control of 
such... problems as agitation, anxiety, nausea, vomiting, pain and hiccoughs.”" 


Diagnosis 


Control convulsions and for 
Tetanus relaxation 


Duodenal ulcer, D.T.’s Control D.T."s and nausea 


Peptic uicer and 
hiatal hernia For sedation 


Pancreatitis—Gastritis 


Pain in muscles 50 mg.. @.i.d.. p.0. 


Pain from muscle and 
vomiting 100 mg.. 1.M. 


Control pain 100 mg.. Q4h, p.0. 


Control activity 100 mg.. a6h. p.o. 


Vomiting and D.T.'s 


0.T."s and pain in chest 


Confused and disoriented 


Behavior problem 


a 
— 
In non i 
2 Oprsthotonos — no convulsions De 
13 Good response—no pains 
x 
? Good response —pain diminished ‘ 
48 | Chronic alcoholic 
Chronic giomerutonephritis | Control nausea and vomiting — 
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Supplied: Capsules, 250 
tetracycline 167 mg.). 


t and Production PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


“TRADEMARK 


therapy a new extended antimicrobial spectrum 
which includes even “resistant” staphylococci, while’ 
it provides protection against the emergence of mew 
tions due to E. coli, ali, A, aerogenes, streptococci or 
‘ements of antibiotic ther apy today 
mergistically strengthened gage mult t tibiote 
strengthened multi-spectrum antibiotic formulation 


Typical 


example of 


what the new 


Typical “black eye” 
therapy. 


anti-inflammatory 


enzyme can do 


CHYMAR 


injectable anti-inflammatory enzymatic 


\ 


3 days after starting Chymar therapy. 
Chymar injected in 0.5 cc. doses 
hours. 


agent with systemic action 


What it is— 


Chymar is a suspension of chymotrypsin, a proteolytic enzyme, in 
sesame oil, for intramuscular injection. 


What it does— 


Chymar controls inflammation and restores normal circulation. 
It hastens absorption of hematomas, minimizes tissue necrosis 
and promotes healing. 


Why Chymar is so safe— 


There are no systemic side effects with Chymar. Chymar does not 
interfere with blood clotting, and no clotting time or serum protein 
determinations are necessary. There are no known contraindications 
to Chymar and no known incompatibilities. 


Indications: Chronic ulcers (stasis, varicose, diabetic) ; 
reduction of hematomas; swelling due to trauma; cellulitis ; 
bursitis and arthritis; phlebitis; and inflammation of the eye 
(iritis, iridocyclitis, chorioretinitis, uveitis). 


Shipped in 5 cc. vials. 


® THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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(VITAMIN K), MERCK) 
“... vitamin K, is more effective than any other 
agent now available in combating drug-induced 
“Vitamin K, appears to 
be equally effective by the oral or intravenous 
route.’’2 Beneficial effects are apparent in 6 to10 
hours following oral use. 
Supplied: Oral MEPHYTON—tablets of 5 mg. of vitamin K , in bottles of 100. Emulsion of MEPHYTON 
—in boxes of six 1-cc. ampuls, 50 mg. of Ki per cc. 


References: 1. Gamble, J.R., et al. Arch. Int. Med. 95:52, 1955. 2. Gamble, J.R, et al. J Lab & 
Clin. Med. 42-805, 1953. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. PHILADELPHIA 1, PA 
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‘Sandril’ ‘Pyronil’ 


(RESERPINE, LILLY) 


Sui ly 

QUALITY / RESP. arcit INTEC 


(PYRROBUTAMINE, LILLY) 


Approximately half of all patients taking any Rau- 
wolfia preparation experience the annoying side-effect 
of nasal stuffiness. Clinical studies have shown that 
‘Pyronil’ usually relieves this condition. 

For your convenience, ‘Sandril’ and ‘Pyronil’ have 
been combined in one small tablet. Its ‘Pyronil’ con- 
tent will relieve nasal congestion in about 75 percent 
of your patients who experience this troublesome 
side-effect. 

Each tablet combines: 
DOSE: Same as with ‘Sandril’ alone. 
aLso: Tablets ‘Sandril,’ 0.1, 0.25, and 1 mg. 
Elixir, 0.25 mg. per 5-cc. teaspoonful. 
Oral Drops, 2 mg. per cc. 


671096 


SC a ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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For preventing 


and treating 
upper respiratory 


infections 


Achrocidin 


Tetracycline-Antihistamine-Analgesic C d 


Pp 


Available on prescription only 


ACHROCIDIN is a well-balanced, comprehensive formula ACHROMYCIN® Tetracycline . . 125 mg. 
li oditvi h f th 120 mg. 
directly modifying the complications of the common —— 30 mg. 
cold or upper respiratory infections. Selicylamide 150 mg. 

Chlorothen Citrate. . ..... 25 mg. 
In addition to the direct benefit of rapid symptomatic Bottle of 24 tablets. 


improvement, ACHROCIDIN promptly controls the bac- 
terial component frequently responsible for the devel- 
opment in susceptible individuals of sequelae such as 
olitis media, sinusitis, adenitis, and bronchitis. 


ACHROCIDIN is convenient for you to prescribe—easy 
for the patient to take. Average adult dose: two tablets 
three or four times daily. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederie) 


MARK 
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FOR MORE 
DEPENDABLE 


SULFONAMIDE 
THERAPY 


Aldiazol-M combines two of the most effec- 
tive sulfonamides, sulfadiazine and sul- 
famerazine, with a systemic alkalizer, sodium 
citrate. High, prolonged blood levels are 
assured, while the danger of crystalluria 
is reduced. 

Because of its inherent safety, it is often 
prudent to use Aldiazol-M instead of anti- 
biotics and thus preclude the risk of sen- 
sitization. 


Supplied as a suspension and as a tablet 


Each teaspoonful contains: 


Sulfamerazine* ......2.2.2.. 0.25 Gm. 


*Microcrystalline 


ALDIAZOLM 


The S. E. Massengill Company 


Bristol, Tennessee 


New York + Kansas City + San Francisco 
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Sodium Citrate ........ 0.250 Gm. 
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to quiet the cough 


and calm the patient 


INTEGRATED ACTION 


1. Topical anesthetic action 
more powerful than that of cocaine 


Antihistaminic action 
to help control cough, bronchial spasm, 
and allergy-caused congestion 


Sedative action 
to allay nervous irritability 


Expectorant action 
to render the cough productive by aiding 
the secretion of protective mucus 


PHENERGAN‘ 


EXPECTORANT 


Promethazine Expectorant with Codeine; Plain (without Codeine) 
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Fundamental advance in the battle agains 


HYPER 


An oral antihypertensive that gives 
the convenience of oral administration, 
the reliability of parenteral injection 


INVERSINE is a totally new antihypertensive agent. 
It is mecamylamine, a secondary amine, chemically 
different from all other ganglionic blocking agents. 
INVERSINE is both potent and reliable on oral ad- 
ministration. It has been proved therapeutically ef- 
fective in the treatment of hypertension, and has 
been used by many investigators on thousands of 
patients. 

In one of many clinical trials,* “The over-all re- 
sponse rate was 92%, and 24% of the patients 
became normotensive.” Investigators have found 
INVERSINE to be “...the most potent...of the 
three drugs in reducing the blood pressure . . .”* 
[INVERSINE and two other ganglionic blocking 
agents.] 

Completely absorbed when it is given by mouth, 
INVERSINE “. . . has such a gradual onset and offset 
of action that a continuous and effective level of 
blockade can be readily achieved . . .”* 


INVERSINE Provides Many Clinical Advantages. 
1. Excellent reproducibility of effects. 

2. Most potent of all available oral ganglionic block- 
ers (10 to 20 times more potent than pentolinium 
and about 90 times more potent than hexametho- 
nium). 

3. Smooth, predictable response. In a given patient, 
the same dose of INVERSINE elicits the same blood 
pressure response, time after time, with minimal 
day-to-day fluctuation. 

4. Remarkable physiolegic economy (because com- 
pletely absorbed), resulting in long duration of ac- 
tion, sustained effect. 

5. Gradual onset of effect. 

6. Small oral dosage produces required hypotensive 
effect. 

7. Effective even in patients refractory to hexame- 
thonium and other ganglionic blocking agents. 


INVER 
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C ADVANTAGES 

When INVERSINE is used for ganglionic blockade, 
ome patients suffering from hypertension may ex- 
perience relief of pre-existing headache and angina 
Many patients with retinopathy, congestive heart 
frilure and electrocardiographic abnormalities have 
shown signs of improvement during treatment with 
INVERSINE. 


NVERSINE (mecamylamine) is a very potent agent 
which must be used with care. Side effects observed 
during clinical use are due to excessive pharmaco- 


The same dose 


provides 
the same results 
...day after day 


MECAMYLAMINE HYDROCHLORIDE 


SION 


logic action, and may be minimized by careful ad- 
justment of dosage and close supervision of the 
patient. 

References: 

1. Moyer, J. H., et al.: Drug Therapy of Hypertension: Prelimi- 
nary Observations on the Clinical Use of Mecamylamine (A 
Ganglionic Blocking Agent) in Combination with Rauwolfia for 
the Treatment of Hypertension, Med. Rec. & Ann. 49:390 (Sept.) 
1955. 

2. Sturgis, C. C., et al.: Advances in Internal Medicine, J. Michi- 
gan M. Soc. 55:154 (Feb.) 1956. 


*In this clinical trial all patients were given, in 
addition to one of the ganglionic blocking agents, a 
constant daily amount of reserpine. 

INVERSINE is a registered trademark of Merck & 
Co., Inc. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.. INC. 
PHILADELPHIA 1, PA. 
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substantiated 


BUTAZOLIDIN 


(phenylbutazone GeIGyY) 


| potent, specific 
| anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 


BUTAZOLIDIN is recognized as one of the most effective 
anti-arthritic agents currently available. 


GEISY PHARMACEUTICALS. Division of Cicigy Chemical Corporation. New Yerk 13... 
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every blood-building factor 
your anemic patient may 
need...in just one ROETINIC 


capsule daily 


ZG 


for all treatable anemias: 

each ROETINIC capsule contains 
therapeutic amounts of all known 
hemapoietic factors. 


Each ROETINIC capsule contains: 


Intrinsic Factor-Vitamin 
12 entrate. . . 10U.S.P. Oral Unit 
Folic Acid 
Ferrous Sulfate, Exsiccated . . . . 
Ascorbic Acid (C) 
Molybdenum Oxide (as the Trioxide) . . 
Cobalt (as the Gluconate) 
Copper (as the Gluconate) 
Manganese (as the Gluconate) 
Zinc (as the Gluconate) 


Supplied: Bottles of 30 and 100 soft, soluble capsules. 


Need more than a hematinic? HEPTUNA® PLUS 
provides hemapoietic factors plus vitamins A and Chicago 11, Illinois 
D, the entire B complex and 10 important minerals. 


2% 
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synergistically strengthened (3 multi-spectrum antibiotic formulation 


Leader in Antibiotic 
Development and Production PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


*TRADEMARK 


| The new synergistic formulation of tetracy cline with wth 
| therapy a new extended antimicrobi ul spectrum 
it provides protection against the emergence of new 
resistant strains. Indicated in soft tissue infections 
— such as cellulitis, furuncles, wound infections; 
he ts of antibiotic therapy today | 
‘a 


A Potent Anticholinergic Agent for the effective treatment 
of PEPTIC ULCER 


Widely used to allay excessive parasympathetic 
stimulation of the biliary, intestinal and 


genitourinary tracts. 
One tablet q. i. d. 

AVAILABLE 
Mailcotran 10 mg., scored green tablet 


Malcotran (10 mg.) with Phenobarbital (8 mg.) Mialtbie 


scored yellow tablet 
Liberal sample and literature on request Elhical Pharmaceuticals Since 1888 
*NEW DRUG dosage of homatropine methylbromide MALTBIE 
MALTBIE LABORATORIES DIVISION ¢© WALLACE & TIERNAN. INCORPORATED 
BELLEVILLE 9, NEW JERSEY 
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ved in millions of patients 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 
The measure of success with Pentids in treatment of the more common bacterial infections: 


Effectiveness and safety confirmed by five years’ experience in millions of patients / Convenient 
t.i.d. dosage—may be given without regard to meals / Economical for the patient—far less costly 
than newer penicillin salts / Bottles of 12 and 100 tablets 


Saves Squibb Quality—the Priceless ingredient 
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NINTH ANNUAL SCIENTIFIC ASSEMBLy 
THE AMERICAN ACADEMY OF GENERAL PRACTIC: 
ST. LOUIS, MO., MARCH 25-28, 1957 


Make Your Hotel 
Reservation Early! 


ALTHOUGH there is a large number of hotels in St. Louis, 
and a maximum of their rooms will be available for our 
Assembly, last year’s record attendance in Washington, D.C., 
and attendance at previous meetings in St. Louis, indicate 
all rooms will be assigned by January 1, 1957. 
Make Your Reservation . . . Now! But if you are unable to 
attend, cancel early so another member may have an op- 
portunity to attend. 
For the 1953 meeting in St. Louis, the hotels reported that 
200 hotel reservations were not picked up nor canceled. That ~ is only three blocks from 
meant that 200 members who wanted to attend could not staan mans 
easy walking distance of a large 
because some people failed to cancel their reservations when 


number of St. Louis’ best hotels. it 
they found they were unable to attend. can be conveniently reached by 


SHERATON. 
JEFFERSON HOTEL 


surface cars, bus lines and service 
fing 


cars, and there are ample parking 


Room assignments will be made in order 
received. 

Reservation requests should be sent to the ry ; 
AAGP Housing Bureau, 911 Locust St., St. — : Bingle | 
Lovis, Missouri. 

Only a few rooms available at the Hotel ; 
Sheraton - Jefferson in addition to those set R irst Che 
aside for delegates and speakers. Delegates a 
must make their own reservations although iriving 
a block of rooms are reserved for them. A ? 
special form will be sent delegates of record. Map of Downtown St. Louis 
Be sure to list definite arrival and departure . . ‘ 
time; names of all occupants of room. Showing Key Convention Locations 
Academy Headquarters will be at Kiel Audi- 
torium. Baltimore . Mark Twain 
Delegates’ registration at the hotel Saturday . Chase . Mayfair 
morning, March 23. Advance registration for : 
members at the hotel on Saturday afternoon, Claridge . Melbourne 
March 23, and Sunday, March 24; also at . Coronado . Park Plaze 
Kiel Auditorium on Sunday, March 24. Start- 
ing Monday morning, March 25, all registra- - DeSoto - Sheraton - Jefferson 
tion at Kiel Auditorium. . Kingsway . Statler 

Cancel early if you cannot attend so another 
member may obtain a room. 


Room 


Individ 


Lennox . Warwick =. 
dress, 


USE THIS CONVENIENT HOTEL RESERVATION FORMMiy. 


AA if = N | N 
. 
WASHINGTON 
CHASE 
ARENA 
conse 
— 0E SOT 
KINGS\ 
Benno 
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MAYFA 
PARK 
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NINTH ANNUAL SCIENTIFIC ASSEMBLY 
ICEBrHE AMERICAN ACADEMY OF GENERAL PRACTICE 


S7Mst, LOUIS, MO., MARCH 25-28, 1957 

— Application for 

2-Room Suites 
For two persons Parlor 
For one person Double Bed Twin Beds & Bedroom A d t S 
ousing 

BALTIMORE $ 3.50- 7.50 $ 5.00- 9.00 $ 6.00-10.00 $10.00-15.00 
a CHASE 8.50-13.00 12.00-15.00 13.00-16.00 23.00-55.00 
om CLARIDGE 4.50- 8.00 6.50-10.00 7.50-12.00 16.00-18.00 

CORONADO 7.50-12.00 —9.50-16.00 —-9.50-16.00 17.00-40.00 FOR YOUR CONVENIENCE in making hotel reservations for 
— ff s0T0 4.00- 6.50 6.00- 7.50 8.00-10.00 12.50-15.00 the coming meeting of The American Academy of General 
| KINGSWAY 6.50- 9.00  8.50-11.00 —-9.50-12.00 12.50-22.50 Practice on March 25-28, 1957, in St. Louis, hotels and their 
on LENNOX 6.50-11.00 7.50-11.00 — 11.50-13.00 20.00-35.00 rates are listed below. Use the form at the bottom of this 

MARK TWAIN 550-850 7.50-10.00 page, indicating your first, second and third choice. Because 

6.50-11.00 of the limited number of single rooms available, you will 

stand a much better chance of securing accommodations of 

your choice if you request calls for rooms to be occupied by 

-13. .00-42. 2 

STATLER 6.50-12.00  10.00-14.00  11.50-15.00 28.00-35.00 through the housing bureau. All requests for reservations 

WARWICK 4.50- 6.00 5.50- 8.00 7.50-10.00 must give definite date and hour of arrival as well as definite 
n 


—_ dresses of all persons who will occupy reservations requested 
Jby MALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1957 MUST be included. 


GP Housing Bureau 
loom 406 — 911 Locust Street 
Se pt. Lovis 1, Missouri 


ase reserve the following accommodations for THE AMERICAN ACADEMY OF GENERAL PRACTICE on March 25-28, 1957 in St. Louis, Missouri. 


Other Type of Room.................-.........- 
Second Choice Hotel... 


irst Choice Hotel... 


rtiving at Hotel (date) 


aving (date) 


HE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded room 
equested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


If the hotels of your choice are unable to accept 
ome. your reservation the AAGP Housing Bureau will 


were make as good a reservation as possible elsewhere 
— providing that all hotel rooms available have not 
already been taken. 
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THE BIO-FLAVONOIDS 


A growing group of clinical reports today 
indicates the importance of the Citrus Bio- 
flavonoids in health and disease. 


Yet it was over 30 years ago that the first 
report of Sunkist Bio-flavonoid Research 
was published. As the manufacturer of 
citrus products, Sunkist Research has con- 
tinued to produce standardized Citrus Bio- 
flavonoids to the Pharmaceutical Industry. 


CITRUS BIO-FLAVONOIDS 
Hesperidin 
Hesperidin Methyl Chalcone 
Lemon Bio-flavonoid Complex 
Calcium Flavonate Glycoside 


CLINICAL APPLICATIONS 
Extensive Bio-flavonoid bibliography, re- 
porting investigation over many years, is 
rapidly being favorably documented. 

Hesperidin and the other Citrus Bio- 
flavonoids have been found effective as ad- 
juncts in the treatment of disease syndromes 
in which capillary abnormalities appear 


at both subclinical and clinical levels. 


Indications for the use of the Citrus Bio- 
flavonoids are on a twofold basis, as: 1. Nu- 
tritional factors. 2. Therapeutic agents. 


Many therapeutic uses are as yet in 
suggestive and indicative stages—respiratory 
disease, etc. Conclusive evidence is being 
documented in the prenatal control of 
habitual abortion and in vascular disease. 

Hesperidin and other Citrus Bio-flavonoids 
in combination with therapeutic agents and 
nutritional factors are available to the med- 
ical profession as specialties developed by 
leading pharmaceutical manufacturers. 


PHARMACEUTICAL SALES 
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in corticosteroid the 


rheumatoid arthritis: 


effective relief of pain, swelling, tenderness 


in‘ractable asthma: 


relief ‘of bronchospasm, dyspnea, cough; increases vital Capacity 


Schering 
METICORTELONE 


PREDNISOLONE 


for steady maintenance 
METICORTELONE 


usually undisturbed by electrolyte side effects 
e edema minimized 
e potency enhanced 


e liberal diet permitted 


up to 5 times as potent as hydrocortisone 


METICORTELONE 


PREDNISOLONE 


Tablets supplied in 3 strengths — 
1 mg., 2.5 mg., 5 mg. 


for convenient, 
individualized therapy 


METICORTELONE,® 
brand of prednisolone. 


ML-J-1646 
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“My child gained faster at that stage...” 


The physician’s function is 
complicated by the belief of many mothers 
that “heaviness” is the all-important 
indicator of physical progress. Obviously, 
it “cannot be taken as the only 

criterion of health and may be misleading 
at times. .. .”! More important than weight 
gain, per se, is physiologic weight gain. 


This was demonstrated in a recent 

study of the effects of feeding breast 
milk and various formulas to premature 
infants, where high ash levels associated 
with high protein formulas were believed 
to cause ash retention, with resultant 
obligate water retention. Kagan and his 
associates? considered that there was a 
difference in the character of the 
increased weight gain due to high 
ash levels. “. .. the authors 
concluded that weight gain in itself 
is not a good index of progress.’ 


Assure physiologic weight gain 
with regular SIMILAC® feedings 


When breast feeding isn’t feasible, 
Similac assures physiologic 
nutrition by providing more 
calories per unit of ash. Because 
it closely resembles mother’s 
milk in composition, nutritional 
balance and digestibility, Similac 
helps to reduce complications 

in the first year of life. 


SIMILAC 


There is no closer equivalent to the milk of healthy, well-nourished mothers 


REFERENCES: 


1, Holt, L, E., Jr., and Me!ntosh, R.: Pediatrics, ed. 12. 
New York, Appleton-Century-Crofts, Inc., 1953, p. 12. 

2. Kagan, B. M.; Hess, J. H.; Lundeen, E.; Shafer, K.: Parker, 
J. B., and Stigall, C.: Pediatrics 15:373 (April) 1955. 

3. Editorial: J.A.M.A. 159:116 (Sept. 10) 1955. 
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SCIENTIFIC LECTURE PROGRAM 


NINTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
MARCH 25-28, ST. LOUIS, MISSOURI 


Hour 


Monday 
March 25 


Tuesday 
March 26 


Wednesday 
March 27 


Thursday 
March 28 


9:00-9:30 a.m. 


9:30-10:00 a.m. 


10:00—11 :00a.m. 
11 :00—11 :30a.m. 


11:30-12:00 
NOON 


12:00—1 :30 p.m. 


REGISTRATION 
BEGINS 9:00 A.M. 


OPENING 

OF SCIENTIFIC 
AND TECHNICAL 
EXHIBITS 

9:00 a.m. 


OPENING OF PROGKAM 
WELCOMING SPEECHES 
1:00 p.m. 


The Neglected 
Eyes and Ears 

of Children 

J. Lewis Dill, 


Gynecologic Dis- 
orders of the 
Adolescent 
Goodrich C. 
Schauffler, M.D. 


The Infertile 

Couple 

Joseph W. Kelso, 
(Physical Aspects) 
Robert N. Creadick, 
M.D. (Psychologic 
Aspects) 


Is the Lab 
Report Accurate? 
Louis Smith, u.v. 


Cervical Biopsies 
in Office 
Practice 
Malcolm L. 
Barnes, M.D. 
George S. 
Allen, M.D. 


RECESS FOR EXHIBITS 


Neglected Feet 
of Children 
William T. Green, M.v. 


Anorectal Disease 
George H. Thiele, m.v. 


Vaccination 
Against 
Poliomyelitis 
Thomas 

Francis, Jr., M.D. 


Endocrine Problems 
in Children 
Lawson Wilkins, 


Acute Adrenal 
Insufficiency 


Cyril M. MacBryde, 


Intestinal 
Obstruction 
Philip Thorek, m.v. 


NOON RECESS 


1:30-3:00 p.m. 


The Impact of 

Maternal Mortality 

Studies on 

Today’s Obstetrics 

1. Prenatal 
Complications 

2. Delivery Room 
Catastrophes 

3. Post-Partum 
Catastrophes 

Ralph A. Reis, M.v. 
MODERATOR 

Harold S. Morgan, M.v. 

Willis E. Brown, M.vD. 


Advances in Surgery 

1. Vascular Surgery 

Clarence V. Kusz, M.D. 

2. Recent Advances in 
Thoracic Surgery 

Donald B. Effler, 

3. Neurosurgery 

J. E. Webster, 


Symposium on Therapy 
1. Hypertension 
Mitchell Perry, M.v. 
2. New Drugs 
Frank M. Berger, M.D. 
3. Use and Abuse 

of Hormones 
Edward H. 

Rynearson, M.D. 


RECESS FOR EXHIBITS 


Fetal-Neonatal 

Mortality 

and Morbidity 

Thomas V. Geppert, 
M.D. 

Irwin H. Kaiser, u.v. 


Panel on Pre- and 

Postoperative Care 

I. S. Ravdin, 
(Surgeon) 
MODERATOR 

John Adriani, 
(Anesthetist) 

Joseph W. Telford, m.v. 

(General Practitioner) 


Cardiology (Is It 
Angina Pectoris?) 
William H. Gordon, M.D. 


Rehabilitating the 

Cardiac 

Francis D. Murphy, 
M.D. 


DELEGATES DINNER 
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SUCCESSOR / TO THE SUPPOSITORY 


x 


Now you can be sure your patients receive full 
therapeutic doses of salicylates. Aspirin Supprettes 
rectally achieve the same salicylate blood levels as 
do equal oral doses, without gastric or rectal irritation. 


ASPIRIN SUPPRETTES 


.deal when oral therapy is difficult or impossible 

In febrile conditions accompanied by nausea or 
vomiting 

To eliminate local gastric irritation 

For prolonged salicylate therapy 

In rheumatic fever 

For relief of emotional trauma of fever, pain, in- 
somnia 


ASPIRIN w/SECOBARBITAL 
SODIUM SUPPRETTES 

@ For safe, rapid sedation of short duration 
@ In insomnia, anxiety states 

®@ To quiet hyperexcitability 

@ Preoperatively 


SUPPLIED: 


Aspirin Supprettes: 1 gr., 3 gr., 5 gr. and 10 gr. 
Aspirin w/Secoborbital Supprettes: 
No. 1—(aspirin 1 gr., secobarbital sodium Ve gr.). 


No. 2—(aspirin 3 gr., secobarbital sodium ¥% gr.). 
No. 3—(aspirin 5 gr., secobarbital sodium % gr.). 
No. 4—(aspirin 10 gr., secobarbital sodium 1% gr.). 
IN JARS OF 12. 


THE WILLIAM A. WEBSTER 
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THE ‘“‘NEOCERA” BASE 
MAKES THE DIFFERENCE 


Contains no oils or fatty materials. 
Consists of water-soluble 
Carbowaxes* with active 
dispersal agent. 
*Trademark U.C.C. 
ASPIRIN SUPPRETTES 
and 

ASPIRIN w/SECOBARBITAL 

SODIUM SUPPRETTES 


NO REFRIGERATION NECESSARY 
Samples on Request 


COMPANY MEMPHIS 5S, TENN. 
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e benefits 


HYDELTRACIN 


(PREONISOLONE-NEOMYCIN SULFATE, MERCK) 


Patients suffering from allergic dermatoses enjoy 
immediate anti-inflammatory, anti-allergic, anti- 
pruritic and anti-infective benefits when ‘HYDEL- 
TRACIN’ is prescribed. This new easy spreading, 
invisible lotion incorporates the newest effective 
topical steroid— prednisolone (twice as active as 
hydrocortisone) plus neomycin— the most effec- 
tive topical antibiotic. ‘HYDELTRACIN’ is free of 
sting, stain, smell, and does not show. It is ideal 
and economical for effectively treating large, moist 
or hairy areas, because it is micronized for inti- 
mate contact with inflamed tissues. 

Supplied: Topica! Lotion ‘HYDELTRACIN'—0.5 per cent, 15-cc. plastic squeeze bottles. Each cc. 
contains 5mg. prednisolone and 5mg. neomycin sulfate Merck. (Equivalent to 3.5 mg. neomvcin base.) 
*HYDELTRACIN’ is the trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. PHILADELPHIA 1, PA. 
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Synatan with secobarbital, Irwin-Ne 
for predictable control 
of the DIS/ease 
of anxiety, depression 


‘smoothest amphetamine compounds you can use.. 


for predictable control of 
appetite and mood— 
free of exaggerated 
response 


buffers the patient against the disquieting ups and downs of his environment 


controts the patient’s appetite ... all through the day... breaks the barrier of 
depression and creates a welcome sense of optimism and well-being. 


controts the patient’s emotions by a highly desirable calming effect... and con- 
tributes to the feeling of security, comfort and optimism. 


each tabule contains 


Tanphetamin* 
Seco-Synatan (d-amphetamine tannate)............ 


... gradual and uniform release of d-amphetamine by simple laws of dialysis 


independent of any mechanical fabrication of tablet 
© independent of varying intestinal pH or motility 


...just one dose a day provides all day control 


® minimal, if any, side effects 
® more dependable results . . . economical, too 


the first basic amphetamine improvement in 10 years 
Each Synatan tabule is composed of a protocolloid complex 
Synatan containing tanphetamin (dextro-amphetamine tannate) 17.5 mg., 
equivalent to 5.25 mg. of d-amphetamine base. 
DOosAGE: Usual dose, 1 or 2 tabules at 10:00 a.m. 


To serve your patients today— Call your pharmacist for any additional information 
you may need to help you prescribe Synatan and Seco-Synatan. He has been espe- 
cially alerted. For prescription economy, prescribe Synatan and Seco-Synatan in 50’s. 


IRWIN, NEISLER & COMPANY « DECATUR, ILLINOIS 


*Patents Pending 
DOSAGE: Usual dose is 1 or 2 tabules at 10:00 a.m. a. 
‘te 
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Upper 
Respiratory 
Tract 


i 


Infections of the upper respiratory or lower urinary tract 
are commonly associated with mixed bacterial pathogens. 
Combination therapy is the logical approach.'* 


TABLETS 


BICILLIN 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin @ 


tit. 
T; 


ESCHERICYIA cout STREPTOCOCCUS FAECALIS 


cere 


IN MIXED INFECTIONS 


BICILLIN-SULFAS provides multiple attack penicillin with a surety factor for absorp- 
through two distinct antibacterial mech- tion, and SULFOSE®, the highly soluble 
anisms. These actions give the physician the triple sulfonamide of low renal risk. For 
means to achieve control over a wide range oral therapy distinguished by maximal 
of mixed infections, both gram-positive safety and effective blood levels. 

and gram-negative. 1. Daly, J. W.: Antibiot. & Chemo. 4:687 (June) 


. 1954. 2. Spink, W. W.: J.A.M.A. 152:585 (June 
BICILLIN-SULFAS combines BICILLIN, the 13) 1958. 


SUSPENSION 


JILFAS 


® 
Triple Sulfonamides Philadelphia 1, Pa. 
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BIOPAR FORTE 


e° ABLETS 


@ containing non-inhibitory intrinsic factor 
providing,,parenteral 8: therapy” in a tablet 


2 tablets a day provide the same rapid and intense 
@ hemopoietic response as that obtained from injectable Biz 


Biopar Forté, a new development in oral vitamin Bi2 
therapy, contains non-inhibitory intrinsic factor superior 
to the ordinary factor preparations. The non-inhibitory 
factor permits optimal absorption of vitamin B12 at ther- 
apeutic dosage levels. Thus, stated potency and actual 
hemopoietic potency are more nearly equal than in vita- 
min Bi2 products containing the ordinary intrinsic factor. 

Biopar Forté is also useful as an aid to nutrition, appe- 
tite, growth and convalescence; to correct deficient intes- 
tinal absorption of vitamin Bi2 particulary in elderly 
patients; and to relieve minor muscle and nerve pains, 
especially of neuritic origin. 


Biopar tablet contains: Supply: Bottles of 30 tablets 
itamin By with Intrinsic Factor Concen- ‘ ‘ 

trate (non-inhibitory) }4 U.S.P. Unit (Oral)* Attention: Store in a cool place 
Vitamin By (activity equivalent) 25 mcg. 


*Unitage established prior to compounding 
THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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STABILIZATION OF POSTPOLIOMYELITIC DEFORMED FOOT. 
Preoperative radiograph: Typical varus deformity. 


Left foot with varus deformity prepared for triple arthrodesis. 


3. The peroneal tendons are isolated for retraction. See next 
page for additional illustrations. 


2. Sural nerve exposed for retraction. 


To tell it better... 
tell it with both radiography 
and photography. 


The case shown here is a good case in point. 
Radiographs helped the physician establish his 
diagnosis, guided the surgical repair which color 
photographs, in turn, recorded. 


Visual material of this type is invaluable 
to physician and student. For here 
is a factual, objective record for 
study and research, a teaching 
instrument of use for 
years to come. 


| 
; 
er 6 


5. Correction of deformity by removal of bone wedges. 


7. Suture of wound prior to application of plaster casing. 


For Radiography: Kodak Blue Brand X-ray 
Film and Kodak x-ray processing chemicals meet 
the most exacting requirements. They are always 
dependable—uniform. Quality-controlled— 
rigidly tested—they are made to work together. 


For Color Photography: Kodachrome Film 
for miniature and motion-picture cameras; 
Kodak Ektachrome Film and Kodak Ektacolor 


Film, Type B, for sheet-film cameras; 


Kodak Ektachrome Roll Film for roll-film and 


miniature cameras. 


Order x-ray products from your x-ray dealer, 
photographic products from 
your photographic dealer. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 


Rus, 4. Full exposure of the three tarsal joints to be fused. ee 
3 
Nii 6. Fixation of the foot in the corrected position. ee 
Postoperative radiograph: Corrected position. 
wie 
2 
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How vital to their happiness... the mother’s health> 
With health, she can meet buoyantly and capably 
the demands of her family and her community. > 
Upon her health and vitality rests the happiness of 


her family. She, in turn, depends upon the knowl- 


edgeable, experienced judgment of her physician 


AVAILABLE AT ALL LEADING PHARMACIES «+ 


HOLLAND-RANTOS COMPANY.INCG. e 
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in matters affecting her physical and mental well- 
being... especially on his advice on scientific methods 
of child-spacing. What more rewarding way for 
the doctor to expend his skill than in the perpetu- 


ation of the happy, healthy family . . . Hence, the 


significance of his recommending Koromer 


KOROMEX JELLY, CREAM AND DIAPHRAGM COMPACT 


148 HUDGON STREET «© NEW YORK 13. N. Y. 


for faster pain relief and 
superior gastric tolerance 


A nonsystemic buffer (aluminum hydroxide) has now been added — 


in a new “sequential release” tablet — to the formulae of Pabirin and 


Pabirin AC (Pabirin plus hydrocortisone). The outer layer of this 


specially constructed and rapidly disintegrating tablet contains the 


aluminum hydroxide, PABA, and ascorbic acid. Within a few min- 


utes the buffering action of the aluminum hydroxide is made available 


to protect the stomach against possible irritation by the salicylate. 


Then the core of the tablet disintegrates to permit rapid absorption 


of the other antirheumatic ingredients. As a result, gastric tolerance 


is excellent — pain relief rapid. 


Buffered 
Pabirin 
Tablets 


Buffered Pabirin AC 
Tablets 

(Pabirin plus 
hydrocortisone) 


Hydrocortisone 

Acetylsalicylic acid (5 gr.) 300 mg. 
Para-aminobenzoic acid (5 gr.) 300 mg. 
Ascorbic acid . 50 mg. 
Dried aluminum hydroxide gel 100 mg. 


2.5 mg. 
300 mg. 
300 mg. 

50 mg. 
100 mg. 


Buffered Pabirin Tablets and Buffered Pabirin AC Tablets are preparations. 


: 
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potentiated salicylate therapy 
in “sequential release” form 


Buffered Pabirin Tablets represent the 
safest, fast-acting potentiated salicylate 
therapy which utilizes the synergism of 
PABA and acetylsalicylic acid to cre- 
ate rapid, high and sustained salicylate 
blood levels with low salicylate dosage. 


Dosage: Average dose in arthritis, 
gout, arthralgia — two or three tab- 
lets 3 or 4 times daily. In rheumatic 
fever, three to five tablets 4 or 5 
times daily. 


Supplied: In bottles of 100 and 500 
tablets. 


Buffered Pabirin AC (Pabirin plus 
hydrocortisone) Tablets. These new 
buffered tablets supply the extra steroid 
benefits of conservative amounts of 
hydrocortisone supplemented by the 
action of PABA, acetylsalicylic acid, 
and vitamin C. This combination cre- 
ates high dosage steroid effects with 
low steroid dosage, thus minimizing 
the danger of adrenal atrophy. 


Dosage: Initially one or two tablets 
4 times daily after meals and before 
retiring. When dosage is reduced it 
should be done gradually. 


Supplied: In bottles of 50 and 250 
tablets. 


SMITH-DORSEY - Lincoln, Nebraska « a division of the Wander Company 


for most rheumatoid arthritics 


for resistant rheumatics 


BUFFERED 


. 


A 


new and different 


“relief of daily tensions” 
without depression, drowsiness, 
motor incoordination 


calmative 


NostTyn is a true calmative which helps tense and anxious individuals cope with 
their daily difficulties. It is also a useful adjunct in treating patients with organic 
disease associated with stress. NOSTYN is gentle-acting in effectively moderating 
anxiety and tension as it does not cause depression, drowsiness, motor incoordin- 
ation, gastric irritation or other side actions offsetting its benefits. 


A AMES COMPANY,INC ELKHART, INDIANA 
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nost 


2-ethylcrotonylurea, AMES 


the power of gentleness” 


- NosTyYN is a new drug, a calmative—not a hypnotic-sedative 
—unrelated to any available chemopsychotherapeutic agent 

-No evidence of cumulation or habituation 

- does not cause diarrhea or gastric hyperacidity 


- Unusually wide margin of safety—no significant side effects 


dosage: 150-300 mg. three or four times daily. 


supplied: 300 mg. scored tablets, bottles of 48. 
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a new maxunum 
in therapeutic 
effectiveness 


a new maximum 
i protection 
against 


resistance 


a new maximum 
in safety and 
toleration 


multi-spectrum 
synergistically 
strengthened 


youl 


entirdat 


OLEANDOMYCIN TETRACYCLINE 
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a new certainty 


in antibiotic therapy, 
particularly for 

the 90% of patients 
treated at home 

and in the office 


Superior control of infectious dis- 
eases through superior control of 
the changing microbial population 
is now available in a new formu- 
lation of tetracycline, outstanding 
broad-spectrum antibiotic, with 
oleandomycin, Pfizer-discovered 
new antimicrobial agent which 
controls resistant strains. The syn- 
ergistic combination now brings to 
antibiotic therapy: (1) a new fuller 
antimicrobial spectrum which in- 
cludes even “resistant” staphylo- 
cocci; (2) new superior protection 
against emergence of new resist- 
ant strains; (3) new superior safety 
and toleration. "TRACE MARK 
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the high cost of bad habits: gastric hyperacidity 


Hurried meals and tense days exact their price in 
short order. Gastric hyperacidity — whether acute 
or chronic — can, however, be relieved quickly and 
pleasantly with Gelusil. 


Awake or asleep, the patient is protected: The 
sustained action of magnesium trisilicate and spe- 
cially prepared aluminum hydroxide gel restores 
and maintains a mildly acid gastric pH, without 
overneutralizing or alkalizing. With Gelusil, the 
twin dangers of acid rebound and systemic alka- 
losis are thus avoided. 


A new formulation, Gelusil-Lac, now combines 
the proven antacid action of Gelusil with the 


sustained buffering effect of specially prepared 
high-protein (low-fat) milk solids. The formula is 
designed to prevent the onset of gastric pain, par- 
ticularly “middle-of-the-night” attacks. 


Nonconstipating: The aluminum hydroxide com- 
ponent in Gelusil assures a low aluminum ion con- 
centration; hence the formation of astringent—and 
constipating—aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoonfuls of Gelusil 
liquid two hours after eating or when symptoms are pro- 
nounced. Each tablet or teaspoonful provides: 71 gr. 
magnesium trisilicate and 4 gr. aluminum hydroxide gel. 
Gelusil-Lac: at bedtime, one heaping tablespoonful stirred 
rapidly into one-half glass (4 fl. oz.) of cool water. 
(Provides equivalent of 4 Gelusil tablets.) 


Gelusil/Gelusil-Lac 


WARNER-CHILCOTT 


100 YEARS OF 


SERVICE TO 


THE MEDICAL PROFESSION 
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therapy 


Urinary- 


Tract 


infections 


; As evidenced by the rec: at. * 


OPhition. This favorable trend is attributable to safer, 
more such as 


SUPP: bottles of 
Ppint. | ables and 

1900. Each the 

Petision each 167Gm, 

azine. 


SUSPENSION 


umigous Hterature, 
therapy has gained widespread new rec-. 


For wider antibacterial range 

For the therapeutic efficacy provided by adequate 
tissie penetration at ihe site of infection 

For higher and longer blood levels provided by the 
alumina gel base of the suspension 


For maxima! safety and minimal risk of toxics y pro- 
vided by the independent solubilities of the three 
combined sulfonamides 

For flexibility of dosage provided by casily admin- 
istered tablets and picasantly flavored suspension 


TABLETS 


SULFOSE 


Triple Sulfonamides 
(Sulfadiazine, Sulfamerazine, Sulfamethazine) 


4 

more 
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Phitedeiphie 1, Pa. 


afeguarded relief all the way across tire 


"It's right in here 
—can’t even make 
a fist, the tendons 
are so sore.” 


“You're lucky. I've 
got a milk route. 
Who's going to drive 
my truck until my 
elbow loosens up?” 


“My back 
was so tight 
| couldn't 
even get on 
and off 
the bus; 
now | can 
climb stairs.” 


@T.M. 86-45-8126 
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ijread of common rheumatic complaints 


"| could have 
told you that 
years ago.” 


.hot packs, 
old packs, nothing 
pally eased 

stiffness.” 


Potent anti-inflammatory 
steroid action complemented 
by rapid analgesia; doubly 
protected with antacid 

and supplemental vitamin C. 


METICORTEN * (prednisone) 


Acetylsalicylic Acid 
Aluminum Hydroxide 
fo my own ironing, Ascorbic Acid 


bu know, but you can’t 
Bt good help these 

ayS and my shoulder is 
imply killing me.” 


summated, protective corticoid-analgesic therapy 


GMAGEN 


corticoid-analgesic compound tablets 
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for a preschool galahad 


Deca-Mulcin 


for routine use—comprehensive protection 


10 nutritionally significant vitamins 
Assured stability including B,2 
Delicious orange flavor 

Easily administered teaspoon dosage 
No refrigeration required 

Pouring-lip bottles of 4 and 8 ounces 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


it’s easy to specify 
the DECA vitamin family 
in the vital first decade 


DECA-VI-SOL® - DECA-MULCIN - DECA-VI-CAPS° 
+ one name to remember—DECA 


one basic formulation 


+ one standard of 
comprehensive protection 
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prevent iron deficiency anemia 


Fer-In-Sol 


iron in a drop for infants and children 


high pediatric incidence between 6 months and 2 years.’ “lron deficiency anemia 
has a peak incidence between six months and two and one-half years when a num- 
ber of circumstances combine to deplete available stores.”? 


Fer-In-Sol maintains hemoglobin values at a constant level FER-IN-SOL in small 
daily doses is “... sufficient to maintain hemoglobin values at a constant level 
throughout the latter half of infancy in all full term infants.” 


Fer-In-Sol supplies ferrous sulfate in an acidulous medium to enhance absorp- 
tion and utilization. It is well tolerated, and its pleasant citrous flavor makes it 
readily acceptable to young children. 


supplied: 15 cc. and economical 50 cc. bottles with unbreakable plastic ‘‘Safti-Dropper.” 


dosage: Prophylactic —0.3 to 0.6 cc. daily (0.3 cc. supplies 7.5 mg. of iron—more than the 
Recommended Daily Allowance for children up to 4 years old). 


Therapeutic — 1.2 to 2.4 cc. or more daily, in divided doses. 


(1) Smith, N. J., and Rosello, S.: J. Clin. Nutrition 1 :275, 1953. (2) Smith, C. H.: Bull. New York Acad. Med. 
30:155, 1954. (3) Niccum, W. L.; Jackson, R. L., and Stearns, G.: A.M.A. Am. J. Dis. Child. 86:553, 1954, 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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new 100 mg. capsule 


for greater convenience and dosage flexibility. 


Colace 


DIOCTYL SODIUM SULFOSUCCINATE, MEAD JOHNSON? 


In chronic constipation and in patients with 
hemorrhoids, Colace provides a safe and gentle 
way to prevent hard stools. By reducing surface 
tension, Colace increases the wetting efficiency 
of intestinal water. This purely physical action 
keeps stools normally soft and softens hardened 
stools for easy, natural passage. 


No undesirable side effects have been reported 
with Colace. There are no known contraindica- 
tions to its use. 
*Patents pending 
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softens stools for easy passage 


without laxative action - without adding bulk 


THE COLACE FAMILY 


Colace Capsules 100 mg., 
bottles of 30, 60 and 250. 


Colace Capsules 50 mg., 
bottles of 30, 60 and 250. 


Colace Liquid (1% Solu- 
tion: 1 cc.=10 mg.), 30 cc. 
bottles with calibrated 
dropper. 
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COLACE DOSAGE RECOMMENDATIONS 
SUGGESTED ORAL DAILY DOSAGE+ 


Oto 3years....10to 40mg. 
3to 6years....20to 60mg. 
6 to 12 years. .. .40 to 120 mg. 

50 to 200 mg. 


+Colace may be given in divided doses. The higher 
dosage is recommended during initial phase of 
therapy. Dosage should be adjusted as required by 
individual response. 


Note: When bowel motility is impaired, a mild peri- 
staltic stimulant or Colace-containing enemas may 
be needed in addition to Colace by mouth. 


ENEMA FOR ACUTE CONSTIPATION, FECAL IMPACTION 
add 50 to 100 mg. of Colace (5 to 10 cc. of Colace 
Liquid) to a retention or flushing enema. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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in the management 
of your food-sensitive 


patients, specify 


Sobee’ 


hypoallergenic soya formula 
a soybean protein food for sound nutrition 


When you specify Liquid Sobee, the eczema and 
gastrointestinal disturbances caused by milk allergy 
are usually promptly relieved. These disturbances, 
when due to other food allergens, are also 

usually relieved by using Liquid Sobee as the basis 
of an elimination diet. Liquid Sobee is exceptionally 
well taken and well tolerated. Stools are 
satisfactory; diaper staining is no problem. 


“‘Thermo-flash” sterilization gives Liquid Sobee a 
pleasant, bland flavor . . . attractive, light color... 
permits maximal preservation of amino acids and 
important B vitamins. 


In a study reported by Kane,* babies on 
Sobee showed: 

Satisfactory growth and nutrition ... 99% relief of 
eczema, 90% relief of gastrointestinal and/or non- 
dermatologic symptoms . . . excellent acceptance. 


*From an 4, —A- H. 
Kane, M.D 

Medical Asiosiation meeting, 
Atlantic City, N. J., June 6-1 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 


eZ> SYMBOL OF SERVICE IN MEDICINE 
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® 

® 
6 essential vitamins 

® 
3 basic vitamins 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


Poly 


New... 
Dropper.” 


- 


Deca-V 


and economical 


‘50 cc. bottles with the Mead calibrated, 


4 


D,C 


directly into baby’s mouth 


In 15 cc., 30 cc 
unbreakable plastic ‘Safti 


flavor, no unpleasant aftertaste 
* full dosage assured—can be dropped 
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+ highly stable—refrigeration not required 
*readily accepted—exceptionally pleasant 


niacinamide, biotin, pantothenic 
DECA-VI-SOL, POLY-VI-SOL AND TRI-VI-SOL 


acid, B, and 
...A, D, C, By, Bz and niacinamide 


TRI-VI-SOL vitamins...A 


DECA-VI-SOL vitamins: A, D, C, B,, 


POLY-VI-SOL vitamins 


for the critical first months 
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for controlled diuresis 


Acetazolamide Lederle 


Non-mercurial 
Simple, oral dosage 


DIAMOx is an inhibitor of the enzyme carbonic anhydrase; it is not a 
mercurial or xanthine derivative. It causes prompt, ample diuresis, but 
its effect lasts only six to twelve hours. As a result, the patient taking 
DIAMOX in the morning is assured a normal, uninterrupted night's rest. 


DIAMOx is not toxic, nor does it accumulate in the body, and patients 
are slow to develop a tolerance for it. This remarkable drug is therefore 
well-suited to long-term treatment. Dosage is simple and convenient: 
one tablet taken orally, each or every other morning. 


Indications: cardiac edema, premenstrual tension, acute glaucoma, 
epilepsy, obesity, and the toxemia and edema of pregnancy. 


NOW THE MOST WIDELY PRESCRIBED ORAL DIURETIC! 


Tablets of 250 mg. (also in ampuls of 500 mg. for parenteral use when | 
oral ingestion is impractical.) 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N.Y. ( Lederle 


*REG. U. S. PAT. OFF. 
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Jor the average 


patient in 


everyday practice 


® well suited for prolonged therapy 
® well tolerated, nonaddictive, essentially nontoxic 
® no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
» chemically unrelated to chlorpromazine or reserpine 
® does not produce significant depression 
© orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relazant action 


DISCOVERED AND INTRODUCED 
By (i) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 


€M-3706-R2 
THE MILTOWN MOLECULE 
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THE “WEIGH” OF ALL FLESH 
for the patient who is all flesh and no will-power ... 


Hydrochloride 


Methamphetamine Hydrochloride, McNeil 


helps the patient in spite of himself 


Syndrox has a way of putting “backbone” into the Then the euphoriant nature of Syndrox gives a 
obese patient. lighter, brighter look to life—toning down the 
First it curbs the desire for food, so that a moderate psychic urge to over-indulge. 


meal satisfies. SYNDROX - TABLETS. ELIXIR 


McNEID J 
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soundest 
general utility 
x-ray investment 
you can make 


x-RAY 


ory foe 
oF poor 


Op 
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... an anticoagulant 


closely approaching 


the “ideal’”’ 


PROTHROMADIN 


(Warfarin Sodium*—G. F. Harvey) 


| PREDICTABLE RESULTS? 

© RELATIVELY UNIFORM RESPONSE? 

© EARLY, SMOOTH, PROLONGED ACTION? 
© READILY CONTROLLED? 


PROTHROMADIN provides low-dosage, well-tolerated 
protection for both prophylactic and therapeutic use* . . . 
prolongs clotting time by reducing prothrombin concentration. 


INDICATIONS: Postoperative and post-partum thrombophlebitis, 
intravascular clots, pulmonary embolism, acute embolic and 
thrombotic occlusion of peripheral arteries, recurrent idiopathic 
thrombophlebitis, heart disease with auricular fibrillation 

and mural thrombi, and as an adjunct in coronary occlusion 

and myocardial infarction. 


DOSAGE: For adults, an initial single dose of 75 mg. 
Complete For maintenance, 5 to 10 mg. daily, determined 
a by prothrombin clotting time. 


SUPPLIED: White scored tablets, 10 mg. each, and 
to physicians red scored tablets, 25 mg. each, bottles of 25 and 100. 
on request 


1. Pollock, B. E.: JAMA 159:1094 (Nov. 12, 1955). 
2. Shapiro, S. and Gordon, S. M.: Scientific Exhibit, AMA, 1955. 
3. Shapiro, S.: The Surgical Clinics of No. America 36:1 (April, 1956). 


*Manufactured under license from Wisconsin Alumni Research Foundation, U.S. Pat. No. 2,427,578. Other patent applied for. 


> ~ SARATOGA SPRINGS, NEWYORK 
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... part of every ///ness 


ANXIETY 


is a source of 


HYPOCHGND 


“Many neglected anxiety neurotics become a medical and social burden. 


MEPROBAMATE 


dicarbamate) 
oo Licensed under U.S. Pat. No. 2,724,720 


Confirmed hypochondriacs fill our offices and clinics clamoring for 


intervention by the doctor.... They create instability and unhappiness 


at home and communicate their own anaiety to their intimates.’”' 


Hypochondriasis is a manifestation of emotional unrest. Supplied: Tablets, 400 mg.., botties of 50. 
Usual Dose: 1 tablet, t.i.d. 


EQUANIL relieves the patient’s anxiety, lessens his muscular 4, Med, Sh 


299 (June) 1955. 


tension, encourages restful sleep*, providing an improved 2. Med. 


attitude and wholesome rapport. 


et 6 


anti-anxiety factor with muscle-relaxing action 
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A a | 
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ATARAXOID is a unique, new combination of STERANE and 
. ATARAX, which now permits simultaneous symptomatic 
2 control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 
chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 
and fluid metabolism. 


The ataractic effect is a 
central neuro-relaxing 
action — the result of 

a marked cerebral speci- 
ficity — free of mental 
ae fogging and devoid of any 
major complications: 
pi ee no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 


dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 

and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. * 
Brooklyn 6, New 


“ge 


combining the newest, safest 4 the newest, most effective 
tranquilizer, ATARAX? steroid, STERANE” 


iprednisoione) 


controls 


apprehension 


In Rheumatoid Arthritis, 

other collagen diseases, | | 
' bronchial asthma and 
inflammatory dermatoses 


*Trademark 
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SOOTHING THROAT SPRAY / 
: found in actors, | 
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in URINARY DISTRESS 


(Brand of Phenylazo-diamino-pyridine HCl) 


provides gratifying relief in a matter of minutes 


Painful symptoms impel the patient with acute or 
chronic pyelonephritis, cystitis, urethritis or prostati- 
tis to seek your aid. In the interval before antibiotics, 
sulfonamides or other antibacterial measures can 
become effective, the nontoxic, compatible, analgesic 
action of Pyriprum brings prompt relief from urgency, 
frequency, dysuria, nocturia or spasm. At the same 
time, Pyripium imparts an orange-red color to the 
urine which reassures the patient. Used alone or in 
combination with antibacterial agents, PyriplumM may 
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be readily adjusted to each patient by individualized 
dosage of the total therapy. 


SUPPLIED: In 0.1 Gm. (1% gr.) tablets in vials of 12 and 
bottles of 50, 500, and 1,000. 


‘of Merck Co., Inc., sole distributor in the 
MERCK SHARP & DOHME 
Philadelphia 1, Pa. 
Division of Merck & Co., Ine. 
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FOR 
POSITIVE 


HEALTH 


Youngsters instinctively go for apples. 
Why? A taste such as this arises from 
physiological and psychological needs. 

When the nourishment necessary to 
health is endangered by a misguided 
appetite, a crowding out of essentials, 
or by stressful eating and digestion, 
the problem may often be eased by 
simply affording the native tastes a 
more regular and consistent opportu- 
nity to exert their equable influence. 

For example, an apple is a subtle 
persuader. It invokes the pleasure of 
every sense, and yields a unique com- 


THE APPLE GROWERS 


bination of benefits. 

To reach for an apple is to trigger 
release from stress; it will not be hur- 
ried, nor enjoyed under tension. Sink- 
ing the teeth into its crisp juiciness 
promotes dental health. With zestful 
enjoyment down to the core, every 
swallow aids digestion, assimilation, 
and elimination. With all this, the 
apple is good company with all other 
foods contributory to positive health. 

Don’t you think more families need 
to acquire the habit of setting out the 
fruit bowl? 


OF AMERICA 


NATIONAL APPLE INSTITUTE, 726 JACKSON PLACE, N. W., WASHINGTON 6, D.C. 
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tablets 


on i fection. 


(PENICILLIN V WITH TRIPLE SULFAS, LILLY) 


...combine the superior oral penicillin 


and three sulfonamides 


*V-Cillin-Sulfa’ provides you greater 
control over a wider range of micro- 
organisms. ‘V-Cillin’ (Penicillin V, 
Lilly) and sulfas used concurrently pro- 
duce faster and more effective antibac- 
terial action in certain infections. In 
general, the combination is most bene- 
ficial in mixed infections, infections due 
to bacteria only moderately susceptible 
to either agent, and conditions in which 
bacterial resistance might develop. 


The much higher penicillin blood levels 
produced by ‘V-Cillin’ and the effec- 
tiveness and safety of the triple sulfas 
make ‘V-Cillin-Sulfa’ your most valu- 
able preparation of its type. 


DOSAGE: 1 to 2 tablets q.i.d. 


SUPPLIED: Each tablet provides 125 mg. 
(200,000 units) ‘V-Cillin’ plus 0.5 Gm. 
sulfas—equal parts of sulfadiazine, sul- 
famerazine, and sulfamethazine. 


) 
\C Du ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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The pioneer among tetracyclines, AUREOMYCIN remains 


unsurpassed in anti-infective range, variety of application, 
effectiveness at low dosage. 


Hydrochloride 
Chlortetracycline HCI Lederle 


Since its availability, more than a billion 

individual doses of AUREOMYCIN have 

been administered to patients throughout the world. 
Few therapeutic agents have been found as consistently 
effective against a wide group of diseases. 


A convenient dosage form for every medical requirement. 


‘ 


p> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 
*REG. U. S. PAT. OFF 
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-.. trymeyenberg ---------- 
goat milk first! 


: For further 


Evaporated or Powdered, Meyenberg (the original) welte: 
Goat Milk is a natural milk likely to give prompt control .WACKSON-MITCHELL 

of cow’s milk allergy. It provides a soft, readily-digestible :” Pharmaceuticals, inc. 
curd... will not cause the diarrhea often H Culver City, Calif. re 


associated with milk substitutes. Serving the 3 
Meyenberg Goat Milk is nutritionally equivalent i; | Medical Profession + 

to evaporated cow’s milk in fat, protein and carbohydrates. *., 
Specify Meyenberg Goat Milk First i 0 ie 


Evaporated in 14-ounce enamel-lined, vacuum-packed Cans. 
Powdered in 14-ounce, vacuum-packed cans. 
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Smaller dosages of short-acting 
are using a thoroughly studied sedat 
Hundreds of clinical reports, |. 


tory of-an alcoholic spree 
and chills and fever. 


| 
yon in ir eatin P n 
man, a chronic alcoholic, was admitted with a 
f a his. 
ee | ollowed by a cough, greenish tum 
ysical examinati 
xamination showed a tem 
ee Ome ndicated pneumonia in the ri ht 1 of 104 F. ang 
by X lower lobe. This 
y A-ray. The sputum revealed gra was confirmed | 
culture subsequently grew Type VII diplococe; and 
4 e patient ‘ umMmococej 
| hours was treated with erythromycin, 300 mg. ¢ 
per os. His temperat mg. every six 
oe X-ray of ure dropped to normal b 
i y of the chest revealed nsi Y 48 hours and 
| hospital day. Af ronsiderable clearing by the { 
y- Alter 10 days hospitaliza tion, th 
j or discharge.} ? e Patient Was 
— Tt 
yt erythromyci successf treatment = 
with H. inf bacteremia. A second pati ; 
wenzde pneumonia and bactereraia had Patient 
identical to & clinical oo, 
the one previously reported, with cure 
500 mg. of erythromyei obtained by treatment wi 
Of thes. ery four hours for 14-4. | 


. tw Fh 


In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “It is concluded that erythromycin is highly effective in the 


filmita | 


999 


treatment of pneumonia due to gram-positive bacteria. 
This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You'll get the same 


good results (nearly 100% in common, bacterial res- Abbott 


piratory infections) when you prescribe ERYTHROCIN. 


(Erythromycin, Abbott) 


STEARATE 


Ub Sencus Sike Occurred” 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: ‘‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.”’! 
Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
tion attributable to erythromycin. In addition, you'll find allergic 


manifestations rarely occur. Filmtab ERYTHROCIN 
Stearate (100 and 250 mg.), in bottles of 25 and 100. Obbott 


® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 


Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 
aangton. W. S., Maple, F. C., and Kirby, W. M. M., 


A, 


-A, Ar 
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REDUCE OR ELIMINATE 
THE NEED FOR INSULIN) 


| 
\ 


by supplementing the diet with 


ENTOZY 


I 
i COMPREHENSIVE DIGESTIVE ENZYME REPLACEMENT i 
1 A highly significant clinical report (abstracted 1 
J on the facing page) reveals that, with Entozyme 1 
! added to a special high protein diet in diabetes ; 
| ! mellitus, insulin could be discontinued entirely \ 
1 “In all 25 cases there was in 29%, cut by four-fifths to one-half in 50%, 
i _ significant sy and by one-half to one-third in 21% of cases 
and the high diet . provement occurred in all cases. 
| Entozyme was employed to insure proper diges- U 
! tion, to restore the nitrogen balance, and to make ! 
! available the full lipotropic activity of protein. F 
1 Of 14 patients who were taking Entozyme is a natural replacement of digestive f 
t ee ee pepsin is released in the stomach, and pancre- 
atin and bile salts in the upper intestine. In 
addition to its value in diabetes mellitus, ithas 
I proved most useful in the management of r) 
j chronic nutritional disturbances, dyspepsia, i 
j psoriasis and various degenerative diseases as- ! 
: sociated with aberrations in protein metabolism. / 
j A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA / 
} Ethical Pharmaceuticals of Merit since 1878 I 
Euch Entozyme Tablet contains: i 


250 mg. 

—in gastric-soluble coating f 
Bile salts 

—in enteric-coated inner core 


150 mg. 


i 

! 

H Dosage: 2 to 4 tablets t.i.d. at meals 
be. 
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ERICAN PRA 


THE VALUE OF ENTOZYME® IN THE 
CLINICAL MANAGEMENT OF DIABETES MELLITUS 


PRELIMINARY REPORT* 


Clinically it was noted that some diabet- 
ics—particularly those who seemed to need 
protein the most—failed to derive the an- 
ticipated benefits from a high protein diet. 
It appeared likely that the lack of im- 
provement could be ascribed to a partial 
failure of their digestive function. For 
this reason, it was decided to add pancre- 
atic digestive enzyme tablets to the high 
protein diet to make sure that all food 
taken was properly digested. 

The 25 patients used in the study were 
drawn from the author’s own private 
practice and from the diabetic clinic of the 
Dade County Hospital at Kendall, Fla. 
While 11 were controlled by diet alone, 14 
were taking insulin. 


Diets used were based on the standard 
ADA diets fortified by the addition of ap- 
proximately 20 Gm. of protein (15 Gm. of 
gelatin and 10 Gm. of brewer’s yeast) 
divided into 5 or 6 feedings. Two Ento- 
zyme® tablets were prescribed 3 times a 
day with meals, and one Allbee® capsule 
daily to supply fully adequate B-complex 
vitamins. 

Results—All 25 cases showed significant 
symptomatic improvement within a week 
or two of starting the Entozyme and high 
protein diet. In 16 of the 25, there was a 
significant decrease in the serum choles- 
terol; and in the 14 patients taking insu- 
lin, there was a decrease in the insulin 
requirement. 


In most cases, the postprandial blood 
sugar began to rise within a week or two 
after starting therapy —a result that had 
been anticipated because of improved 
digestion. The insulin dose was not in- 
creased, however, as there was no accom- 


*Lowenstein, B. E.: The Value of Entozyme® in the 
Clinical M t of Diabetes Mellitus: Pre- 
liminary Report. American Pract., September, 1956. 


panying acidosis or acetonuria. Even- 
tually, the postprandial blood sugar 
declined toward normal in all cases. 

When the blood sugar had fallen to the 
pre-experimental level, the insulin dose 
was decreased by 2 units or more. Subse- 
quently, the postprandial blood sugar 
again rose briefly, but once again dropped 
toward normal. When it reached the pre- 
experimental level, the insulin dose was 
once more decreased. In this fashion, 4 
patients were able to discontinue insulin 
completely, while the other 10 all experi- 
enced a material decrease in requirements. 

Discussion — The “well-regulated” dia- 
betic may still fall prey to the degenerative 
complications of the disease, since it is not 
enough merely to guard against ketosis or 
hypoglycemic reactions. In order to pre- 
serve protein balance, it is necessary also 
to guard against a drop in blood sugar so 
low as to stimulate hepatic glyconeogene- 
sis, lest the alimentary canal be unable to 
absorb enough nitrogen to maintain pro- 
tein balance. Therapy calls for a high pro- 
tein diet amply fortified by vitamins and 
(at least in the beginning) by the diges- 
tive enzymes of the pancreas, in order to 
stimulate protein recovery and to enable 
the lipotropic action of the protein to be- 
come fully manifest. 

Conclusions and Summary —A group of 
25 diabetics treated with a special high 
protein diet, oral pancreatic enzymes (En- 
tozyme), and careful regulation of their 
insulin dosage so that neither excessive 
hyperglycemia nor hypoglycemia occurred 
showed significant symptomatic improve- 
ment. In most cases there was not only a 
decline in the serum cholesterol levels, but 
also a reduction in insulin requirements. 

It is suggested that this improvement is 
due to redressing the nitrogen balance and 
making available the lipotropic activity of 
protein, as well as other intrinsic factors 
essential to normal tissue metabolism. 
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CAPSULES 


In the treatment of all common anemias. 


NOW 50% more Ferrous Sulfate 


50% more Folic Acid 


100% more Vitamin C 


factor concentrate 


**Bemotinic’’ Capsules 
Each capsule contains: 
Ferrous sulfate exsic. (44% gr.) ..... 300 mg. 
Vitamin Biz with intrinsic 


factor concentrate U.S.P. .. % U.S.P. Unit 


Vitamin C (ascorbic acid) ........ 100 mg. 
Thiamine mononitrate (Bi) ........ 10 mg. 


ALSO ADDED: '2 U.S.P. Unit of Vitamin B:: with intrinsic 


THIS IMPROVED FORMULA CONFORMS TO THE 
MOST MODERN CONCEPT IN HEMATINIC THERAPY 


Ayerst Laboratories New York, N. Y. Montreal, Canada 


Supplied 
No. 340—Bottles of 100 and 1,000. 

Also available: “‘Bemotinic’’ Liquid No. 940— 
Bottles of 16 fluidounces and 1 gallon. 


Dosages — Capsules 

In microcytic hypochromic anemia: 1 or 2 
capsules daily (preferably before or after 
meals), or as directed. 

In macrocytic hyperchromic anemias: higher 
dosage levels necessary particularly in initial 
Stages of therapy. 
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Parenzyme i.m., 
0.5 ml. q. 8 h.; at 
end of 24 hours 
the palpebral 
fissure was wider, 
corneal clearing 
was apparent and 
pain much less 
severe. After 36 
hours frequency of 
injections reduced 


Acute uveitis 
and iridocyclitis 


Right eye. to q. 12 h. basis. 
Marked Discharged as 
periorbital cured at end of 2 
edema. weeks. 


Diabetic 
Ulceration 
Female diabetic, 
72 years old. 


Time between 


Peripheral photos 9 weeks. 
arteritis Parenzyme 
obliterans, with administered 


cellulitis and 
gangrenous 
ulcerations. 
Burning pain. 


daily. Healing of 
ulcer complete. 
Pain and edema 
eliminated. 


INTRAMUSCULAR TRYPSIN 


anti-inflammatory effects without steroid reactions 


Fibrin deposits in the minute pores of the capillaries, lymphatics and intercellular tissue 
spaces form a major barrier to the speedy resolution of inflammation.' Martin’ believes that 
Parenzyme (intramuscular trypsin) after injection is selectively adsorbed by fibrin and acts 
as a depolymerase at the inflammatory site. By this action fibrin deposits are removed, tissue 
permeability is restored and inflammatory exudates are resorbed. Local circulation is re- 
established permitting tissue repair to proceed.’ 


indications: Inflammatory disorders characterized by acute conditions two injections daily are recom- 
edema such as traumatic wounds, bruises, contusions, | mended for the first one or two days until inflamma- 
phlebitis, thrombophlebitis, phlebothrombosis, decu- tion begins to subside, then once daily or less 
bitus, diabetic and varicose ulcers, iritis, iridocyclitis frequently as indicated. Use dry syringe, inject very 
and chorioretinitis. slowly intragluteally. 


Note: Where infection is present or suspected con- S¥PPtied: 5 ml. multiple dose vials (5 mg. purified 

current administration of antibacterial agents is ‘TYStalline trypsin/ml.) 

recommended. References: |. Martin, G. J.: Lecture before Delaware 
3 : Academy of General Practice, Wilmington, Delaware, 

Dosage: 5 mg. (1 ml.) once or twice daily. For severe Dec. 11, 1954. 2. Wildman, C. J.: Angiology 6:473, 1955. 


Products of Original novel gen NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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Therapy 


RAUWILOID® (alseroxylon) is recognized as basal 
medication in all grades and types of hypertension. 
Alone, it controls most mild, labile cases. When 
more potent agents are required, their combination 
with Rauwiloid permits smaller doses with resultant 
reduction or elimination of side effects, and a more 
stable, dependable therapeutic response. 


RAUWILOID +VERILOID® in single-tablet form is indi- 
cated in moderate to severe hypertension. The com- 
bination permits long-term therapy with lower doses 
of Veriloid (alkavervir), greatly lessened side 
effects, and dependably stable response. Each tab- 
let contains 1 mg. Rauwiloid and 3 mg. Veriloid. 
Initial dose, 1 tablet t.i.d., p.c. 


RAUWILOID + HEXAMETHONIUM in single-tablet 
combination provides smoother, less erratic 
response to oral hexamethonium. Indicated in 
severe, otherwise intractable hypertension. The 
combination permits up to 50% less hexamethonium 
to exert full effect. Each tablet contains 1 mg. Rau- 
wiloid and 250 mg. hexamethonium chloride dihy- 
drate. Initial dose, 1/2 tablet q.i.d. 


LOS ANGELES 
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IN DIABETES... 


greater security 
against vascular complications 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 

in the liver and normal dietary security 
against lipotropic deficiency fades. 


(Sherman Lipotropic Capsule) One capsule t.i.d. 


Gericaps contain the true lipo- prove capillary integrity, as 
tropics, choline and inositol, well as 3000+ units vitamin A, 
which are unaffected by de- 3 mg. thiamine hydrochloride, 
amination in the liver. Three 3 mg. riboflavin, 12 mg. nia- 
capsules daily provide the cinamide, 0.75 mg. pyridoxine 
equivalent of 3 Gm. choline hydrochloride, and 3 mg. cal- 
dihydrogen citrate. cium pantothenate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 


SEND FOR comprehensive review: 
“Prevention of Vascular 
Complications of Diabetes” 


SHERMAN LA 


SIOLosicats 


~PORATORIES 


EUTICALS 
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Raise Pain Threshold... 


Reduce Nervous Tension 


RELIEVE 
TENSION HEADACHE 


ORINAL 


TABLETS 


Dose: 1 or 2 tablets every 


four hours, as needed 


Each tablet contains: 
Sandoptal (Allylbarbituric 
acid N.F. X)..... 50 mg. (34 gr.) 


— 40 mg. (3% gr.) 
Acetylsalicylic 


acid 200 mg. (3 gr.) 
Acetophenetidin.. 130 mg. (2 gr.) 


Sandoz 


SANDOZ pHARMACEUTICALS 
HANOVER, N. J. 
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More Calcium 
(Phosphorus 


Prenatal 


PRENATAL 4 


4 
More protection for yo tal ti 
rotection for your prenata atients...compare_ 


safety. ‘The combined agents permit broadened therapy in numer. 
involving a gram- positive and gram-negative orgar 


(150,000 units) of penicillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamer- 


PeN+ VEE SULFAS is a combination for wide antimicrobial 
offers the advantages of acid-stable penicillin V complemen 


Now that waistlines are headlines... 


interest in weight reduction methods is greater than ever. 

With your prescription of one BIPHETAMINE capsule once a day, 
you combine results and convenience. 

Because of the unique principle of ‘Strasionic’ —sustained ionic— 
release, BIPHETAMINE provides even, effective, 

pre-determined appetite curbing action for 10 to 14 hours. 

In addition, work capacity is increased, mood improved. 


For predictable weight reduction, Rx Biphetamine 12 2 mg. or 
Biphetamine 20 mg. capsules containing a mixture of equal 
parts of amphetamine and dextro amphetamine in the form of 
a resin complex. 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester, N.Y., U.S.A. 


PRE-DETERMINED ANOREXIA 
PREDICTABLE LOSS OF WEIGHT 
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for tranquilization without lethargy 


for gradual, sustained fall in blood pressure* 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 
wide safety margin’ 


¢ Raudixin is not habit-forming. 
¢Tolerance has not been reported.? 


¢There is little danger if accidental or intentional 
overdosage should occur. 


«Does not cause liver dysfunction. 
Serial blood counts not necessary during maintenance 
therapy. 

Less likely than reserpine to produce depression.* 
DOSAGE: 200 mg. daily initially; may be 
adjusted within range of 50 to 500 mg. *NOTE: The hypotensive activity of Raudixin is specific for the 
per day in single or divided doses. Most hypertensive state. Raudixin does not significantly affect the blood 
patients can be maintained on 100 to 200 pressure of the normotensive patient. 
mg. daily. References: 1. Galambos, A.: Angiology 5:449 (Oct.) 1954; 2. 
SUPPLY: 50 mg. and 100 mg. tablets, Leake, C.D.: Ohio State M.J. 52:369 (April) 1956; 3. Moyer, J.H. 
bottles of 100, 1000 and 5000. et al.: A.M.A. Arch, Int. Med. 96:530 (Oct.) 1955. 


Squibb Quality—the Priceless Ingredient 
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Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


*Schwartz, E.: New York J. Med. 
56-570, 1956. 


BREATHING 


onchial asthma 


brand of prednisolone 


whenever corticosteroids 
are indicated 


provides restoration of breathing capacity — Relief of symptoms 
[bronchospasm, cough, wheezing, dyspnea] is maintained for long 
periods with relatively small doses.* 


minimal effect on electrolyte balance — “in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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reduce plasma cholesterol 


now-in atherosclerosis... 


levels 


VASTRAN FORTE’ offers an important new approach to the 
management of atherosclerosis, by providing nicotinic acid 
in high concentration to reduce plasma cholesterol levels. 
It also provides various factors of the B-complex to spark 
cellular metabolism?4.7 and protect against latent vitamin 
deficiencies that may be precipitated by large dosage of a 
single B factor.3.7 


Recent clinical evidence?* indicates that the administration 
of nicotinic acid in large doses “‘significantly’’ reduces plasma 
cholesterol levels in patients with hypercholesterolemia and 
causes the pattern of blood lipids to “‘change toward normal.” 


In two independent studies?:* embracing a total of 86 subjects, 
the administration of nicotinic acid brought about reduced 
plasma cholesterol levels in 81.4 per cent. As one report 
emphasized, nicotinic acid is ‘‘a safe drug” which can favor- 
ably alter the concentration of blood lipids. in 
terolemic patients.® 


Among the disorders springing fiom long-standing hyped 
lesterolemia are atherosclerosis,5 arteriosclerosis, gallstones, 
strawberry gallbladder. and chronic degenerative lesions of 
the eye.® 
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f thrombus in 
lumen 

(B) Atheroma- 
tous plaque 
(C) Fibrous 


Y EFFECTIVE PLASMA CHOLESTEROL REDUCER 


Thiamine mononitrate .............. 
4 Cobalamine concentrate .............. 1.0 mcg. 
(Vitamin B,2 activity) 

Calcium pantothenate ................ 2.5 mg. 
Pyridoxine hydrochloride ............ 0.5 mg. 
a Dosage: Two capsules 4 times a day. 
: Supply: Bottles of 100 capsules. 
d 
rt 
: | WAMPOLE LABORATORIES 
of Henry K. Wampole & Co., Inc. - Philadelphia 23, Pa. 


Send for samples of 
VASTRAN FORTE’ and 
comprehensive data 


CLINICAL REPORT 
HIGHLIGHTS 


In 18 patients whose con- 

centration of plasma cho- 

lesterol was consistently 
higher than 250 mg. per 100 
cc., the administration of nic- 
otinic acid in high dosage re- 
duced cholesterol levels sig- 
nificantly in 12.° The pa 
of blood lipids changed to- 
ward normal in the majority 
of the 18 patients. 

The ratio of beta-lipopro- 
tein cholesterol to alpha;- 
lipoprotein cholesterol 
decreased in 15 of the 18 
patients. 

Side effects were mild to 
moderate. Treatment was 
withheld for a few days in 2 
cases, but was successfully 
resumed without recurrence 
of side effects. 

It was concluded that nico- 
tinic acid is a safe drug which 
may favorably alter the con- 
centration of blood lipids in 
some patients with hyper- 


cholesterolemia. 
2 administered to 11 nor- 

mal persons and 57 
patients with various dis- 
eases, it reduced serum cho- 
lesterol levels in 58 of the 68 
subjects.? Hypercholestero- 
lemic levels were more affect- 
ed than normal levels. 

In contrast to nicotinic 
acid, nicotinamide was inef- 
fective in reducing plasma 
cholesterol. 
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When nicotinic acid was 
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a complete 


prenatal 


formula, 


phosphorus-free! 


PRENATAL VITAMIN-MINERAL CAPSULES LEDERLE 


If you find your patients complain exces- 


sively of muscle cramps due to high phos- . 


phorus intake, prescribe CYESICAPS. Each 
capsule provides 22 vitamins and minerals 
plus purified intrinsic factor concentrate; 
calcium is supplied as calcium lactate, its 
most readily assimilated form. This well- 
balanced formula is indicated throughout 
pregnancy and lactation. 


Dosage: 1 or 2 capsules 3 times daily. 


filled sealed capsules 
a Lederle exclusive, for more rapid and 


complete absorption. No oils, no paste, 
no aftertaste! 


Six capsules supply: 
Calcium (as Lactate) 
Calcium Lactate 


6,000 U.S.P. Units 
400 U.S.P. Units 
Thiamine Mononitrate (B,) 
Riboflavin 
Niacinamide 
Vitamin Bi 
Ascorbic Acid 
Folic Acid 
Pyridoxine HCI (Be) 
Calcium Pantothenate 
Vitamin K (Menadione) 
Iron (as FeSO, exsiccated) 
Vitamin E (as Tocophery! Acetate) 
lodine (as Kl) 
Fluorine (as CaF:) 
Copper (as CuO) 
Potassium (as K:SO,) 
Manganese (as MnO:) 
Magnesium (as MgO) 
Molybdenum (as 
*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION amenrcay Cyanamid compavy PEARL RIVER, NEW YORK 
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BREMIL... clinical 
counterpart of 
breast milk for 

the tranquil feeding 


of normal infants 


a nutritionally 
complete formula 


known by experience 


to avoid 


excoriated buttocks 


} 


avoid hyperirritability 


safeguard water 


balance 


during stress 


promote sound 
growth and development 


natural tranquility... characteristic of babies fed 


*coo of a nappy baby as recorded on an osciliograph 
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BABIES 


BREMIL PROTEIN 
PATTERNED AFTER BREAST MILK— 
AVOIDS EXCORIATED BUTTOCKS 
PERMITS LOW RENAL SOLUTE LOAD 


EFFICIENT IN PROMOTING 
TISSUE DEVELOPMENT 


Babies fed BREMIL recti 
“efficient”? protein that 
sures good growth witha 
imposing the hazards of # 
necessarily excessive or poor 
utilized protein. In 
methionine and niacin 
tritionally interchanged 
with tryptophan) have 0a 
added to create a pattern 
sulfur-containing amino 
comparable to that of bream 
milk, Result—a kind of pre 
tein that avoids excorié 
buttocks caused by ammom™ 
cal urine,l.? and a protem 
level (1.5% by weight of far 
mula) — that safeguards 
fants against dehydration 
acidosis when stress of illnel 
or heat imposes high ext 
renal water loss.3.4 
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REMIL FAT 
TERNED AFTER BREAST MILK— 
INIMIZES DIGESTIVE UPSETS 


REMIL ELECTROLYTE PATTERN 
DMPARABLE TO BREAST MILK— 
OIDS HYPERIRRITABILITY OF 
BCLINICAL TETANY 


REMIL “BUILT-IN” MULTIVITAMINS, 

BON, AND CARBOHYDRATE (LACTOSE)— 
IMINATE MIXING ERROR 

COMPLETE NUTRITION 


REMIL— 
ASY TO USE, TRULY ECONOMICAL 


® 
modern knowledge 
[pediatric physiology 


PRODUCT OF BORDEN’S—MAKING MILK BETTER SINCE 1856 
BORDEN COMPANY 


SCRIPTION PRODUCTS DIVISION 
MADISON AVENUE, NEW YORK 17 


Babies fed BREMIL receive a special 
blend of vegetable fats with “the 
same characteristics physically, 
chemically, and metabolically as 
breast milk.”5 About 50% of the fatty 
acids are unsaturated—and the re- 
sulting emulsion is finely divided— 
well tolerated, well digested, well 
imilated 


In BREMIL, mineral salts are ad- 
justed to a pattern comparable to 
that of breast milk. The Ca:P ratio 
of 144:1 is more nearly physiologic 
than cow’s milk,’ thus helping avoid 
hyperphosphatemia and hypocalce- 
mia,’ and the hyperirritability, en- 
terospasm, and colic reported as 
characteristic of subclinical tetany.* 
The Na:K ratio (2.2:1) is identical 
to that of human milk, and chloride 
is at a low level. 


BREMIL-fed dabies do not require 
separate multivitamin or iron sup- 
plements under normal conditions, 
Vitamins A, D, C, thiamine, ribo- 
flavin, niacin, and iron levels are 
at or above recommended daily 
requirements, 


Standard dilution from birth—one 
measure of BREMIL to 2 fl.oz. hot 
water. When shaken in hot water, 
BREMIL “becomes liquid” after a 
few seconds of stirring. And — be- 
cause it is nutritionally complete— 
a BREMIL formula avoids waste, 
costs no more than ordinary formu- 
las requiring carbohydrate and vi- 
tamin supplementation. 


REFERENCES: 1. Goldstein, L. §&,: 
Clin. Med. 59:455, 1952, 2. Oberman, J. W., 
and Burke, F. G.: M. Ann. District of 
Columbia 23:483, 1954. 3. Darrow, D. C.; 
Cooke, R. E., and Segar, W. E.: Pediatrics 
14:602, 1954. 4. Pratt, E. L., and Snyder- 
man, S. E.: Pediatrics 11:65, 1958 5. Liteh- 
field, H. R.; Norton R., and Hoffman, C.: 
New York J. Med. 50:2067, 1950. 6. Gardner, 
L. L, et al: Pediatrics 5:228, 1950. 7. Git- 
tleman, I. F., and Pincus, J. B.: Pediatrics 
8:778, 1951. 8. Nesbit, H. T.: Personal com- 
munication, 1950. 
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recording 


HYDRATION IN RELATION 
TO INFANT NUTRITION 


now availabie for your 
private “listening” on 
a 10” long-playing 
recording 


How will a baby react to the stress of infection, gastrointestinal disturbance, a long 
hot spell? Does his formula influence his ability to withstand dehydration and 
subsequent acidosis? 


Here is an area of current study in infant nutrition of interest to the day-by-day practi- 
tioner as well as the pediatric physiologist. You can hear an informal, informative discus- 
sion of the subject by leading investigators, simply by obtaining this new recorded 
“Borden Clinical Conversation Piece.” 


Write for your personal recording of Hydration in Relation to Infant Nutrition. Use your 
office stationery or prescription blank, and address your request to: 


Dept. MJA 
Borden’s® Prescription Products Division 
350 Madison Avenue, New York 17, N. Y. 


another ‘‘medical communications service’’ provided to physicians by 
Borden’s,® maker of BREMIL® for the physiologic feeding of normal infants 
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It’s probably that he has a frog in 
his pocket... but his mother also 
has a secret... she’s going to have 


a baby. 


This intelligent modern mother has placed herself in the care 
of the physician in whom she has implicit faith. Now, the doc- 
tor may, and probably does, prescribe a number of different 
prenatal supplements to his patients for various but valid 
reasons. 


It is quite possible, indeed probable, that the physician may 


consider the use of a phosphorus-free, aluminum hydroxide- 


- containing product. Especially if it also provides organic iron, 


Vitamin By with intrinsic factor, plus the important vitamins 
in the new levels suggested for pregnant or lactating women. 
There are only a very few such quality formulas available for 
his choice. 


One such formula with perhaps the easiest product 
name to remember on the national scene is Calcinatal 
(pronounced Calci’ natal) by Nion. 


Patient acceptance of these easy-to-swallow tablets (not cap- 
sules) is quite understandable. Incidentally, one of your ob- 
stetrical problems, “control of cramps” will be relegated to one 
of very minor incidence by use of the product. For more com- 
plete information, samples and brochure write to 


NION CORPORATION 
LOS ANGELES 38, CALIFORNIA 
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p We feel copy writers usually mention product names too often . . . . we mention ours but once. 
oe It is so easy to remember and hard to forget. Say it once — try to forget it. 
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ELIXIR 


keeps stuffy noses open with 
safe...easy-to-give...ORAL dosage 


Oral use of this synergistic combination of 
vasoconstrictor and antihistamine takes the 
furor out of decongestion ...eliminates the risk 
of improperly used topical agents. Novahistine 


Elixir tastes good and is safe and easy-to-give. 


It causes no jitters or insomnia. 


Each 5 cc. teaspoonful of elixir contains: 


Phenylephrine hydrochloride... ... . 5.0 mg. 
Prophenpyridamine maleate. ....... 12.5 mg. 
Chloroform (approximately)... ...... 13.5 mg. 
(aleohol 5%) Bottles of 4 and 16 oz. 


PITMAN-MOORE COMPANY 
Division of Allied Laboratories, Inc. Indianapolis 6, Indiana 


ever to 
give nose drops 
to a child? 


solve the 


Pitman-Moore Co., P.O. Box 1656, Indianapolis 6, Ind. 
Please send me—without charge—a supply of Novahistine® Elixir. 


cece State 
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become “chest colds” 


Novahistine-DH 


relieves 
congestion 
at both sites 


Fortified Novahistine with 
dihydrocodeinone for the control 
of coughs and respiratory 
congestion 


Each teaspoonful (5 cc.) contains: 
Phenylephrine hydrochloride 10 mg. 
Prophenpyridamine maleate 12.5 mg. 


Dihydrocodeinone bitartrate 1.66 mg. 
(may be habit forming) 


Chloroform (approximately) 13.5 mg. 
1-Menthol 1.0 mg. 
(Alcohol content, 10%; sugar, 334%) 


PITMAN-MOORE COMPANY 
Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
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Ants in the Printers’ Plants 


No Jurisdictional Dispute? 


The union said the average hourly pay before the new 
raise was $2.36 an hour. The couple was married last July 
12. The baby will be delivered by caesarean section.— 
Greensburg (Penna.) Tribune-Review. 


Allergic? 


The bride wore a royal blue velvet suit with white 
accessories and a corsage of white roses and chrysanthe- 
mums. Members of the immediate family died at the Hotel 
Hannah following the ceremony.—Saginaw (Mich.) News. 


Thank Heavens! 


NOTICE! To Whom It May Concern :—Rest easy, our 
bull is home. Adolph Kuehl.—Platteville ( Wis.) Shopping 
News. 


Why the Editor Vamoosed 


In MEMORIAM 
Time may pass and bring its changes 
Fresh with every coming year; 
But his money will be cherished 
In the hearts that hold him dear. 
—Canton (Ohio) Repository. 


it Was Some Party! 


The ladies wore green flowers and dresses, and the 
gentlemen had green neckties and lapel patches of Irish 
moss and shamrocks. There were shamrocks at the tables 
and they were potted too.—Aurora Beacon News. 


Boy, Was Her Doctor Confused! 


Mrs. Oris Ser gave birth to her 12th child, Sharon Kay, 
last week. The mother, who was 15 years old three other 
girls and eight boys when her first child was born, has 
ranging in age from 3 to 29.—Hillsdale (Mich.) Daily News. 


Is This General Practice? 


Girt Scout Troop No. 455 took in six new members at 
their Monday meeting at which time two members were 
presented with lovely gifts celebrating the arrival of their 
babies.— Wayzata (Minn.) Minnetonka Herald. 


They Sure Have! 


Mrs. Futtz spoke of the increasing number of men’s 
garden clubs in Florida and noted the special ability men 
have in propagation.—Orlando (Fla.) Sentinel. 


This We'd Like to See 


To corRrEcT sagging chin and throat muscles, place the 
back of your head under your chin and press upward 
gently.—Boston (Mass.) Herald. 
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Above is the jeweler’s adaptation of the new official 
AAGP seal. All jewelry shown below is actual size. 


For lapel wear. 56” diameter. ArmeAcan Academy of 


Gemerei Procite adopted a 

OFFICIAL CUFF LINKS _ new official seal. Now, ror 
time. you can obtain offi- 
some new design. The jewelry 

Seal it becutifully crafted of 

Blue and white ename! and 

gold or. gilver {to match the 

metal you choose). The jewelry 

itself — the fines? available 

comes in‘solid gold, gold filled 

OF Sterling. Any piece mokes o 

Gistinctive pertenc!= gift or 

professional award. 


Key 4. Procti 
Money clip side, Kansas City 12, Missouri. If you 


Ring (caduceus on shanks) . 
Ring (blue spinel stone) Ronson lighter 12.75 
Ring (leaf shank design) 34.00 atid gold jewelry is 14 kerat 


Ring (small seal) 24.00 except the tie chain, tie pin and 
Chapter president's key 39.00 money clip, which are 10 karat. 


— 
é — Academy of General Practice. Prices include 10% fed. excise tax. A ee. 
List the items you want on your pre- 
old* filled scription blank or letterhead. Send the 
with your check for the total amount 
4 Cuff links 26.00 11.00 10.00 
C.0.D. ‘orders will carry a few 
weeks for delivery — except for rings, 
which require four weeks, 


Yes, the OTC pharmacy is the 
place where the physician can send 
his patients for professional fitting of 
supports and surgical elastic hose. 
The OTC pharmacist is a trained 
and experienced fitter... with a very 
complete stock of standard sizes, 
and able to secure “specials” in a 
hurry from the OTC plant. 


You, too, will find it good practice to prescribe 
OTC, from the local pharmacy. It’s a professional 
line . . . quality-made to anatomically correct 
designs . . . fitted by a professional. Your patients 
will appreciate the convenience of this near-by 
fitting service . . . and you’ll be pleased with the 
professional competence of the OTC pharmacist- 
fitter. 


Ask your OTC Pharmacist 
for illustrated reference 
catalog...or write us. 


DIVISION OF 
SURGICAL APPLIANCE INDUSTRIES iwc. 
Cincinnati 9, Ohio 
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REMEMBER THESE TITLES? 


Here are some articles you'll find 
im ABSTRACTS for 1936. 


“Wound Repair” 


“Disturbances and Distortions of 
Demeanor” 


“Therapy of External Ocular 


Diseases” 
“Curable Heart Disease” 
“Protecting the Pregnancy” 
“Chronic Headache” 
“Low Back Pain” 


“What Anticoagulant Shall I 
Use?” 


and 90 others. 


Abstracts ... 


YOUR SCIENTIFIC ASSEMBLY 


IN A NUTSHELL 


in 300 pages and more than 1,000 pictures, 
new 1956 Abstracts preserves for you the essence 


of the Washington, D. C. Assembly 


Now IT Is SET DOWN to be of daily help to you 
in your practice—the accumulation of knowl- 
edge presented at your 1956 Scientific Assembly. 
Abstracts distills and illustrates the Assembly’s 
16 expert lectures, two live clinics, two sym- 
posia and 78 scientific exhibits. It brings them 
to you in quick-study outline form. Four days 
of topflight programs bound into one hand- 
some permanent volume. 


Hard cover stands constant use 


Abstracts is firmly case bound with gold 
stamping on its brown simulated leather Fabri- 
coid cover. A full 834” by 114” in size, it 
makes a distinctive addition to your reference 
shelf. But despite its increase in content and 
improved binding, the new 1956 Abstracts has 
kept the same reasonable price of five dollars 


per copy, postpaid. 


Order your copy today! 


You need send no money now. You can be 
billed upon delivery at five dollars per copy. 
(If you would like to mail your check now, fine. 
This would help your headquarters staff by 
saving bookwork.) Address your order to: 
1956 Abstracts, American Academy of General 
Practice, Volker Boulevard at Brookside, 
Kansas City 12, Missouri. 
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Takes the 
“spikes’ 
out of 
blood 


pressure... 


calms 
anxiety 


states... 


Quiescence is 


Butiserpine prescribed when you 


The Butisol component acts at once to produce its 
well-known quieting “daytime sedation.” And the 
small dosage of reserpine gradually builds up its 
tension-suppressing effect, without the disturbing 
side reactions of larger dosage. 


use Butiserpine. 


Each tablet or teaspoonful of elixir 
contains Butisol® Sodium 15 mg. (%4 gr.) 
and Reserpine 0.1 mg. 


Prestabs Butiserpine R-A (Repeat Action Tablets) 


_ 


PRESERVE 
YOUR COPIES 


..-in the attractive 


Jesse Jones Volume File 


Specially designed and produced for GP, this File 
will keep one volume (six issues) clean, orderly 
and readily accessible. In a combination light blue 
and dark blue Kivar, which looks and feels like 
leather, its 16-carat gold leaf hot-embossing makes 
it a: fit companion for your finest bindings. Your 
back issues are protected against dirt and wear— 
any specific issue can be located instantly. 


Jesse Jones Box Corp., 
P. O. Box 5120, Philadelphia 41, Pa. 


Please send me, prepaid 


Name 


MAIL COUPON AND CHECK DIRECT TO MANUFACTURER FOR PROMPT SHIPMENT 


GP Volume Files @ $2.50 each, 3 for $7.00 or 6 for $13.00 


Despite its rich appearance, the Volume File is rea- 
sonably priced. Carefully packed and sent postpaid, 
Files cost only $2.50 each. Many GP readers find 
it more convenient and economical to order 3 for 
$7.00 or 6 for $13.00. If you are not entirely sat- 
ished, for any reason, return the File to us within 
10 days for a full refund. 


Address 


City, State 
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GP for the MD this Christmas... 


as well as the student or intern on your shopping list. GP is not just an- 
other medical journal. GP is a “book of knowledge” to the man in, or 
about to enter, general practice. Every issue offers informative scientific 
articles written for easy reading, and authentically illustrated for visual 
clarity. The most-appreciated gift for your professional associate, this 
Christmas, is bound to be—GP. 


GP Broadway at Thirty-Fourth Street + Kansas City 11 + Missouri 


Please enter a one-year subscription to GP as my Christmas Gift to: 
(PLEASE PRINT) 


Name 
Address. 


City, Zone, State. 

(CHECK ONE) 

0) ($10) Physician 0 ($5) Intern 0 ($5) Student 0 ($5) Resident 
(ORDERED BY) 

Name. 
Address. 


City, Zone, State 
(CHECK ONE) 
C Payment enclosed. DC Bill me later (Make check payable to: GP) 


Gift card should read: From 
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low priced 


ROYAL 
100 or 200 MA 


radiographic-fluoroscopic 
type 


tilt-table X-RAY UNIT 


with rotating anode tube 


The Mattern Royal 100 offers an unusual dollar-for- 
dollar value which is particularly rkable in the 
low-cost tilt table field. Among its special features are: 


Completely automatic control. 


® Rotating anode tube—need not be removed when 
changing position of table. Counierbalanced 12” x 
16” fluoroscopic screen and tube—travel in unison— 
raise, lower, or angle as desired. 


®@ Hand tilt mechanism which permits use of table 


MATTERN X-RAY 
DIVISION OF LAND-AIR, INC. 
7444 West Wilson Avenue, 
Chicago 31, lll. 


ALKALOL... 


For mucous membrane. 
Bland, effective! 


... IRRIGOL 


For soothing, aseptic vaginal douche 
and quantity irrigation. 


Write for samples of (| Alkalol and (J Irrigol 
THE ALKALOL COMPANY Taunton 2 , Mass. 
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KALOL 
| 
a in either horizontal or vertical plane. Tube stand 
mounted separately on tracks, allowing greatest 
flexibility in positioning. 
Bucky diaphragm on full-length track beneath 
oe table. Bucky tray has self-centering and locking Brags 
device . . . takes cassettes up to 17” x 17”. SOL 
ng oa i See your local Mattern dealer, or write mee 
| direct to us for information. 
| 
= 
OF 
manufacturers of 
specialized electronic 
equipment 


your 
it has been estimated OFFICE? 


that up to 6 per cent 
of the population may 
be carriers of virus B 
(serum hepatitis).+ 


YOUR PATIENTS 
ARE ENTITLED 
TO COMPLETE 
PROTECTION 
FROM CROSS- 
INFECTION 


Only in an 

autoclave can 

you achieve 

complete sterili- 

zation of 

unwrapped 

instruments in 

3 minutes at 

270°F (27 Ibs.) 

or 10 minutes at 

250°F (15 Ibs.). 

These high speed 

Pelton models are 
self-contained and easy 

to operate, assuring cer- 

tain destruction of bacteria. 
Instruments, gloves, fabrics 
and solutions can be accom- 
modated with complete safety. 
Call or write today for literature 
on Pelton autoclaves. 


*Now in 2nd place on U. S. Public 
Health Service List of Selected 
Notifiable Diseases. 


“The Management of Viral 
Hepatitis,’ by Hyman J. Zimmerman, 
M. D., Journal of American Academy of 
General Practice, June 1955 


Be Safe — Be Sure 


AUTOCLAVE 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 
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INCONTINENCE 


Infant and Adult 


D | 
CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 0.1% 


OINTMENT 


ANTI-BACTERIA 
WATER-MISCIBLE 

NON-IRRITATING 


7 years experience 


IN THE TREATMENT AND PREVENTION OF 
AMMONIACAL 
DERMATITIS 


HOMEMAKERS’ ena PRODUCTS 


380 SECOND AVE., NEW YORK 10, N. Y., TORONTO, CAN 
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12" x 22" 
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When an unbidden guest 


SULFASUXIDINE® SUSPENSION WITH PECTIN AND KAOLIN 


During warmer months the sharp increase in diarrhea brings you 
many patients. Confidently prescribe CREMOSUXIDINE, a reliable 
antidiarrheal and antibacterial. It detoxifies intestinal irritants and 
soothes inflamed mucosa. Pleasant tasting, chocolate-mint flavored. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


brings diarrhea 


TRI-AZO-MUL 


Each 100 cc. contains: 


SULFADIAZINE (microcrystalline) 3.381 Gm. 
SULFAMERAZINE (microcrystalline) 3.381 Gm. 
SULFAMETHAZINE (microcrystalline) 3.381 Gm. 


In a palatable, stable emulsion pleasantly flavored with 
True Raspberry Flavor. 


Each average teaspoonful (80 min.) represents .5 Gm. 
(7.7 grs.) of these 3 combined sulfa drugs 
in suspension. 


TRI-AZO-TABS 


each tablet contains .6 Gm. (7.7 grs.) of the above 
three combined sulfa drugs. 


Triple Sulfas (Meth-Dia-Mer) Sulfonamides remain 
unsurpassed among sulfa ey for Highest potency . 
Wide Spectrum . Highest blood levels . Safety . 
Minimal side effects. 


Supplied in pint bottles only. 
Tablets in bottles of 100, 500, 1000. 


FIRST TEXAS CHEMICAL MFG. CO. 


DALLAS, TEXAS ATLANTA, GA. 
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Prescribed by physicians throughout the world 


you effective relief in Asthma, 
ever Hay Fever and related bronch- 
used > ial affections. 


FELSOL 


. FELSOL also relieves pain 
, and fever in Arthritis, Headache, 


Have P FELSOL provides safe and 


and other painful conditions. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
gle therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 
Each oral powder contains: 
Antipyrine ... . . 0.869 gm. 


Iodopyrine . . . . . 0.031 gm. 
Citrated Caffeine . . 0.100 gm. 


Try this unique and superior product by writing for 
free Professional Samples and Literature 


American Felsol Co. * P. O. Box 395 * Lorain, Ohio 


Available at all Drug Stores 
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PATIENT 


ethamicort 


MAGNACORT 


Passive prevention or 
treatment of mumps 
in children and adults. 
In treatment, reduces 
incidence of orchitis 
markedly if administered 
early in adequate amount. 


ANTIMUMPS 
SERUM 


concentrated 


The gamma globulin 
fraction of blood from 
healthy human donors 
who have been hyper- 
immunized with mumps 
virus vaccine. 


2.5 cc. vials 
YLANOD LABGRATORIES 
4501 Colorado Bivd., Los Angeles 39, Calif. « 252 Hawthorne Ave., Yonkers, N.Y. (hiyland ) 
Other Hyland gamma globulin concentrates: Antipertussis Serum (Human), 
Concentrated—2.5 cc. Poliomyelitis Immune Globulin (Human)—2 cc. and 10 cc. 
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YONOMY 
RTABILITY 
ONVENIENCE 


WITH THE NEW BURDICK 
UT-4 ULTRASONIC UNIT 


Burdick’s new lightweight ultrasound unit brings new 
economy and new convenience to ultrasonic treatment. 
Weighing only 25 pounds, the compact new unit can 
easily be carried to the home or to a hospital room. 


This new portability extends the advantages of Burdick 
ultrasonic equipment to many bedfast and immobilized 
patients. Burdick engineers have retained such features 
as the automatic timer, double-scale intensity meter and 
single continuous power control in the new instrument. 
Best of all, perhaps, is the new economy. Now an ultra- 
sound unit with sufficient power to assure effective 
therapeutic treatment can be yours for only $395.00. 


SPECIFICATIONS OF THE NEW UT-4 
Dimensions — 16" by 12" by 9". 
Total Output — 15 watts. 
Effective radiating area — 6 square centimeters. 
Effective intensity — 2'/2 watts per square centimeter. 
Weight — 25 lbs. 
FOR A DEMONSTRATION — 


Ask your surgical supply representative on his next visit. 


MILTON, WISCONSIN 
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Have a luxurious experience 
at Arizona's most famous 
western-resort. Horseback 
riding, mountain trails, over- 
night pack parties, chuck 
wagon dinners. Swimming in 
patio pool, tennis, putting 
green, roque, shuffleboard, 


OO 


Relax and enjoy 
Arizona's most beautiful 
vacation club. 100 room resort 

with every desert 
pi ecreation—amuse- 

ment. Music—dancing— 
social director. Steak fries. 

Breakfast horseback rides, 
swimming pool parties. Golf 
and tennis. Beautiful rooms 
—suites in lodge, cottages. 


square dancing. 
Children welcome. 


Beautifully landscaped— 
Open November thru April. 

Alsonett Management. Write 
far fo informati 


reservation. 


PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for per- 
manent reference has brought an increasing number 
of inquiries from subscribers for advice as to where 
they can have this binding done. As a result of some 
extensive investigation, we feel that the most satis- 
factory and economical results can be obtained by 
selecting a capable bindery, specializing in this type 
of work, which will follow our specifications and 
produce an attractive, well-bound book, at a reason- 
able price. 

We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 5811 West 
Division Street, Chicago 51, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable Blue’ buckram, with gold stamping 
on the spine and the subscriber's name in gold on 
the front cover. The cost is $3.85 per volume. Send 
the six issues to Chicago, express or parcel post pre- 
paid, with check or money order payable to PABS. 
The bound volume will be returned, transportation 
prepaid, by the bindery. 


GP Volume XIV, Number 6 


| 
| 
_ 
THE BURDICK CORP. CE 
¢ 


“cOMmbatgcan 
cardiac 


inducesiage 
of 


* Fang. 


tabler qiicd 


MOVING? 


WHEN YOU CHANGE your address, be sure to notify GP 
Circulation, preferably one month in advance. That way, 
you'll get every issue on time. Simply fill in the form at the 


right, clip, and mail in envelope to GP Circulation. 


CHANGE OF ADDRESS FORM 


GP Circulation 
AMERICAN ACADEMY OF GENERAL PRACTICE 
Volker Boul d at Brookside, Kansas City 12, Missouri 


AAGP Member [_] Non-Member 
(Be sure to check proper classification above, for prompter location 
of your old addressograph plate.) 


(Please print plainly) 


MY OLD ADDRESS: 
Street 
City 


MY NEW ADDRESS: 
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allergies © sinusitis « 


1. Effective nasal decongestion without 
STING, BURN or IRRITATION .. . 


2. ‘Re-establishes “Normal Acid Barrier” | 
against growth.of pathogenic bacteriq 
by normal, 


— NASAL DECONGESTANT 


for babies 


Phenylephrine HCI .16% 


children ons 


Phenylephrine HCI .25% 


() xtra strength 


Phenylephrine HCI .50% 


Contains Phenylephrine Hydrochloride U.S.P. 
a@s vasoconstrictor in an aqueous, physi 
ologic menstruum with a pH of 6.4. Tonicity 
values comparable to the lacrimal fluids. 
Benzalkonium Chloride added as wetting 
agent and preservative. 
Available in 1 ounce dropper bottle. Alcon- 
Efrin® 25 also available in 30cc fluid 
: content spray package . . . from pharmacies 
and wholesale drug. suppliers in U.S.A. and 
Canada. (Canadian Distributors, Imperial 
Optical Co., Toronto) 


New convenient spray package, eto 
nomical . . . full 30ce fluid content. 


1. According to H. G. Poncher, M.D., formerly professor of 

Pediatrics and Head of the Department, University 
Illinois College of Medicine: A nasal menstruum having 
tonicity values comparable to the lacrimal fluids reduces 
the pain frequently accompanying intranasal adminis- 
tration. 
According to Noah D. Fabricant, M.D., M.S., Clinical 
Assistant Professor of Otolaryngology, University of 
Illinois: Alcon-Efrin meets the requirements of rational 
physiologic nasal medication . . . in studies on 24 
patients it converted an abnormal alkaline nasal pH to 
a slightly acid pH approximating that normally found in 
clinically Frew y nasal passages. 


laboratories, inc. ° fort worth, texas 


of fine rbinologic and sterile ophthalmic specialties 
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when allerg 
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eti-De 


NOW, the extra assurance of 


Meti-steroid strength and safety 
in topical skin therapy 


cream 


with MeTicorTELONE, original brand of prednisolone 


arrests itch, diminishes erythema 


lessens edema, reduces scaling 


speeds healing in 


contact dermatitis— from plants (e.g., poison ivy, 
oak), drugs, soaps, cosmetics, fabrics. 


atopic dermatitis — allergic eczema, food eczema, 
infantile eczema, disseminated neurodermatitis, 
pruritus with lichenification. 


nonspecific pruritus of anus, vulva, scrotum. 


Formula: Each gram of Meti-Derm Cream contains 5 mg. (0.5%) of prednisolone, 
free alcohol, in a water-washable base. 


Meti-Derm Ointment with Neomycin contains 5 mg. (0.5%) prednisolone, and 
5 mg. (0.5%) neomycin sulfate equivalent to 3.5 mg. neomycin base. 


Packaging: Meti-Derm Cream, 0.5%, 10 Gm. tube. 
Meti-Derm Ointment with Neomycin, 10 Gm. tube. 
Merti-Derm,* brand of prednisolone topical. 


MeTICORTELONE,® brand of prednisolone. 


MD-J-5-356 
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BRAND OF TR 


selective, sure, gat 


TOCLASE EXPECTORANT COMPOUND Phize 
TOCLASE SYRUP 
TOCLASE TABLETS 


non-narcotic, non-opiate 


OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has seen three 
generations of physicians open new offices. We 
have helped thousands equip or re-equip offices. 
Today we are a national institution with 13 ship- 
ping points, and more than 200 representatives. 
We have a definite extended payment plan tai- 
lored for you alone. Added services, such as 
equipment check lists, office planning, and loca- 
tion service are yours for the asking. Write for 
complete information. 


A. 8. Aloe Company AND SUBSIDIARIES 


1831 Olive St. St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO SEATTLE 
MINNEAPOLIS KANSAS CITY DALLAS 


NEW ORLEANS ATLANTA WASHINGTON DO. C. 
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HP*ACTHAR Gel 

is the most widely used ACTH 
preparation— 

HP*ACTHAR Gel 

has the greatest volume of 
clinical experience — 
HP*ACTHAR Gel 

is regarded as the international 
standard of potency — 


and 


has a safety record unmatched 
by any other drug of comparable 
power, scope and action. 


Some common indications from more 
than 100 diseases in which you can 
expect rapid effects from short-term 
therapy: 


Allergies, including Asthma 
Drug Sensitivities 
Penicillin Reactions 


HP*ACTHAR Gel is The Armour Laboratories 
Brand of Purified Repository Corticotropin (ACTH) 
*Highly Purified 


A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 


THE ARMOUR LABORATORIES 
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Simplified dosage* 
to prevent 
Angina Pectoris 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 


NEO-MAGNACORT 


neomycin and ethamicort 


sed 
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Fat intolerance dyspepsia 
FOR YOUR PATIENTS WITH Irritable bowel syndrome 


OXSORBIL Capsules will permit the inclusion of suitable 
dairy and vegetable fats in the patient’s diet. 


POLYSORBATE 80 MAKES THE DIFFERENCE 


This well balanced choleretic, cholagogic formula comes in two forms. 


PB. 


(contains phenobarbital and Plain 


belladonna 
for patients also 
requiring spasmolysis 


IVES-CAMERON 


COMPANY Bottles of 100 capsules 
Philadelphia 2, Pa. Literature on request 


and sedation) 
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(BRAND OF HYDROXYZINE) 


@ Chicago 11, Illinois 


Gallbladder dysfunction 
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TRICHOMONADS 
WITHIN 15 SECONDS 


ITH the Davis technique, both Vacisec® liquid and 

jelly, flare-ups of vaginal trichomoniasis rarely occur. 

Vaaisec liquid actually explodes trichomonads within 
15 seconds after douche contact.! Better than 90 per cent appar- 
ent cures follow use of this new trichomonacide developed as 
“Carlendacide,” by Dr. Carl Henry Davis, noted gynecologist, 
and C. G. Grand, cell physiologist.? 


CONTACTS EXPLODES 


No trichomonad escapes—Three chemicals in Vacisec 
liquid combine in balanced blend to weaken the cell membrane, 
to remove waxes and lipids, to denature the protein. With 
its cell wall destroyed, the trichomonad imbibes water, swells 
and explodes, 

Explodes hidden trichomonads — Unlike many agents, 
Vacisec liquid quickly dissolves albuminous materials, pene- 
trates thoroughly.? It explodes trichomonads that tend to persist 
and cause treatment failure, 

The Davis techniquet—The physician uses Vacisec liquid 
as a vaginal scrub at the office. He prescribes Vacisec liquid 
and jelly for concomitant use at home. 

Infected husbands re-infect wives?— Use of prophylactics 
breaks the infection cycle.? A prescription assures the protec- 
tion afforded by Schmid quality products -RAMSES,® the 
finest possible rubber prophylactic; or XXXX (rourex)® skins 
of natural animal membranes, pre-moistened. 


References: 1. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 
2. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


JULIUS SCHMID, inc. 


gynecological division 
423 West 55th Street, New York 19, N. Y. 
tPat. App. for 


Vacisec, RAMSES and XXXX (rourex) are registered trade-marks of 
Julius Schmid, Inc. 
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TOCLASE EXPECTORANT COMPOUND 
TOCLASE SYRUP 
‘TOCLASE TABLETS 


non- n-narcotic, non-opiate 


OINTMENT: AND POWDER ZINCUNDECATE 
SOLUTION UNDECYLENIC ACID 


Effective in the continuous therapy desirable for 
successful treatment and prevention of superficial 
fungous infections, especially 


DERMATOMYCOSIS PEDIS 
(athlete’s foot) 


The following simple regimen is suggested: 


NIGHT DESENEX Ointment applied liberally to 
infected and surrounding areas every 
night before retiring. 


DAY DESENEX Powder applied every morn 
ing by dusting freely on feet {rubbing 
in gently)—and in shoes and socks. 

Cures the average moderate to severe cose in 

from one to three weeks, 


Available at all pharmacies 


Write for samples and literature 


MALTBIE LABORATORIES DIVISION 


al WALLACE & TIERNAN INC. 
— 


25 MAIN ST,, BELLEVILLE 9, NEW JERSEY. U.S.A 
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‘PENTRITOL 


Tempules * 


*Controlled disintegration capsules of 30 mg. pen- 
taerythritol tetranitrate (PETN). Also available, Pen- 
tritol-B Tempules with 50 mg. butabarbital added 
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One PENTRITOL Tempule every 12 hours assures 
24-hour protection from anginal attack in almost 
all patients. A 10 mg. release of PETN every four 
hours maintains continuous coronary vasodilatation, 
eliminating all dangerous medication gaps. Only 
PENTRITOL Tempules offer the protection of 24- 
hour uninterrupted prophylaxis. 
Write for literature and samples. 


VIrON co., CHICAGO 13, ILL. 
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superior 
specific 
‘dermacoid’ 


kor topical use 


a dermacoid—a unique, 
new steroid highly active in topical 
use only and therefore reserved spe- 
cifically for topical therapy. 
Neo-Macnacort ideally unites the 
new dermacoid with an outstanding 
topical antibiotic, neomycin, for un- 
surpassed dual anti-inflammatory, 
anti-infective therapy. 


ethamicort 


NEOMYCIN 


neomycin and ethamicort 


EFFECTIVENESS 


MAGNACORT is several times more pote 
topically than hydrocortisone and effegyre 


matory dermatoses—with only 1/2 of 

concentration. It can be effective whé 
other topicals are unsatisfactory 
inadequate. 


peutic advantages, along with those 
neomycin, for therapy of primary 
infections or dermatitis complica 
threatened by infection. 
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corticoid 


ACORT 


TOPICAL OINTMENT 


FEECTION 


AFET Y 


NacoRT and NEO-MAGNACORT are 
wently free of any risk of systemic 
fons, Extensive initial and continuing 
al investigations report no evidence 
temic effects. 


pplied : Macnacort Topical Oint- 
1/2-0z. and 1/6-oz. tubes, 0.5%. 
Macnacort Topical Ointment, in 
Ig and 1/6-0z. tubes, containing 0.5% 
hycin and 0.5% ethamicort 
(NACORT) 


y si 
ted 
LABORATORIES 
on, Chas. Pfizer & Co., Inc. 
iklyn 6, New York 
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ACORT 


TOPICAL OINTMENT 


EXCELLENT 
TOLERATION 


Clinical trials also reveal that MAGNACORT 
and Nro-MAGNACcoRT are virtually non- 
sensitizing and rarely produce other 
undesirable local effects. No instances of 
rebound dermatitis have been reported. 
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neomycin and ethamicort 


. 
SEDAPHEN is more rapid, more prolonged than any one of 
—— its ingredients, or than the sum of the action of all of them. 
epilepsy, chorea, gastric and cardiac neuroses—for well | 
* trademark 
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“He sprang to his sleigh, to his team gave a whistle, 
and away they all flew—as slick as an E & J chair!” 


P<. 
iif 


How many “you’ll-never-get-me-in-a-wheel- 
chair” patients do you know who are needlessly 
wasting away in back bedrooms? 

E & J chairs may well be their magic carpet 

to a new world of activity. And the ticket to 
that new life may be an encouraging 

word from someone like you. 


The amozing E & J electric whee! 
choir that tops them all. 


You can recommend EVEREST & JENNINGS 
folding wheel chairs with confidence. 
There’s a helpful E & J dealer near you. 


EVEREST & JENNINGS, INC. 10; anoeses 2s 
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ethamicort 


BEY 


the first thought for pain relief 


Prescribe 1/20 gr. DILAUDID HCI Tablets or Ampules for Prompt Relief of Pain 


Pain relief without hypnosis 

Smooth, quick action 

¢ Minimum of side effects 

e An opiate, may be habit forming 


*Dilaudid is subject to Federal narcotic regulations. 
Dilaudid®, brand of Dihydromorphinone, a product of E. Bilhuber, Inc. 


BILHUBER-KNOLL CORP. distributor 
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Relieve upper respiratory symptoms and 


-,.. Prevent secondary infections with 


A-P-Cillin’ 


NEW A-P-CILLIN-200 A-P-CILLIN-100 
Procaine Penicillin G 200,000 units 100,000 units 
Diphenylpyraline Hydrochloride. .2 me. 

Acetylsalicylic Acid. > gr. 
Phenacetin........... 2 gr. 
Caffeine 


1 tablet q.i.d. 2 tablets t.i.d. 
In boitles of 24, 100 and 500 tablets. In bottles of 50 and 500 tablets. 


WHITE LABORATORIES. INC. KENILWORTH, NEW JERSEY 


Sapery — no irritants 
Coto —reducible dosages 


in Any Age Suited to 
: your patients’ 
e Zymenol, easy-to-take 
emulsion 
Zymelose, convenient 
tablets and tasty granules 
ALL CONTAIN BREWERS YEAST . . . NO SUGAR 


For safety For control, 
and gentleness in prevention 
a fast-acting laxative, of bedsores, 


prescribe 
write for Zylax tablets BSP Liquid 


q 
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Ow in.two potencies | 

| 

. 
Choose Zymenol or Zymelose 
| 
P | 
| 
~ 3 | 
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prescribe during the middle years... 


mineral-vitamin-hormone supplement 


helps assure vigor and well-being in later years. 


Available in bottles of 100. 


*TRADE-MARK 


90% EFFECTIVE IN TENSE, 
ANXIOUS PATIENTS 


PEACE OF MIND A TARAXe 


RAND OF HYDROXYZINE) 
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dysfunction in “‘chronic gratifying improvement with 


constipation’’ patients e o Cc h re) : a n 


Other symptoms of dyspepsia 
such as flatulence, intestinal 
atony, and belching—along 
with the patient’s chronic 
constipation—may indicate a 
functional disorder of the 
biliary tree. 


lor 2 Neocholan tablets t.i.d.—with meals—is the usual effective dos- 

age. As symptoms improve, the dose may be decreased to 1 or 2 tablets 

daily. Each Neocholan tablet supplies Dehydrocholic Acid 250 mg. 

(3% grs.); Homatropine Methylbromide 1.2 mg. (1/50 gr.); Pheno- PITMAN-MOORE COMPANY 

barbital 8.0 mg. (1% gr.). Bottles of 100 and 1000 coated, yellow tablets. Division of Allied Laboratories, Inc. indianapolis 6, indiana 


No valve adjustments ... when you Ly 
sterilize the SpeedClave way 


Autoclaving is simple when we don’t have to adjust 


ere or watch the clock. The 
. it’s completely automatic. 
‘No other office autoclave is so simple to operate. Your 
hurse can devote more time to other duties. To sterilize, 
~d merely loads the SpeedClave, sets it, and then for- 
it. 
Autoclaving is the safe way to sterilize. And Speed- 
ving is the simplest and quickest. 


Write: WILMOT CASTLE CO. 


1723a E. Henrietta Rd. © Rochester, N.Y. 


peedClave has no valves 


non- -oplate 
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TOCLASE EXPECTORANT COMPOUND MY 
TOCLASE SYRUP 
| 


for effective 
prenatal 


support 


Camp has com- 
bined science, 


Authorized 

Camp dealers 

will give your prenatal and postnatal 
patients immediate, professional fitting, 
in precise accordance with your pre- 
scription. Camp’s line of economical 
garments provides very light to very 
strong supports. 


CAMP 


SUPPORTS APPLIANCES 


PATIENTS ON 
“MEDIATRIC” 
CAN EXPECT 
A HEALTHIER, 
HAPPIER 
“SECOND FORTY 


YEARS" 


Steroid-Nutritional Therapy 
Provides a 
Constructive Approach 
in Preventive Geriatrics 


“MEDIATRIC, 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 
5659 
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new 
PRODUCTJ 


S.K.F.’s Duentrict-coated tablets make possible— 
for the first time— 


high, long-term dosage of ASPIRIN 


without gastric upset 


Indicated wherever high doses of aspirin are needed or wherever gastric dis- 
comfort makes therapy with ordinary aspirin tablets impractical—particularly 
in rheumatic disease. 


Available: ‘Ecotrin’ (‘Duentric’-coated) tablets, 5 gr., in bottles of 100. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. tTrademark 
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is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 

Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 
y _ physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


(Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 
Boston 18, Mass. 


to reduce cough 
etiology 


“BRAND | CARBETAPENTA NE cite R ATE 


selective, sure, safe 


 FOCLASE EXPECTORANT ComPOUND 
TOCLASE SYRUP 
TOCLASE TAGBI.ETS 


non-narcotic, non-opiat 


the first practical 


MUMPS VACCINE 


An effective immunizing antigen for 
prevention of mumps in children or 
adults where indicated. Immunizes for 
about one year. 


Packages: 2 cc. vial (1 immunization) 
10 cc. vial (5 immunizations) 


LEDERLE LABORATORIES DIVISION 
assenscan Cpanamid company PEARL RIVER, NEW YORK 
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+ 
iI, pain relief 
| plus 
antibacterial action 
‘ | In urinary tract infections, Azo Gantrisin usually provides 
= ~effective antibacterial control (local and systemic), 
together with prompt relief of associated pain and 
4 _Giscomfort . . . by combining well-tolerated Gentrisin — 
with a clinically proved urinary analgesic. 


Each Azo Gantrisin tablet contains 0.5 Gm Gentrisin 
*Roche' plus 50 mg phenylazo-diamino-pyridine HCl. 


Gantrisin® - brand of sulfisoxazole 


‘ 
¥ 
. “4 
| 
| 


For controlling cough 


ROMILAR IS AT LEAST AS EFFECTIVE AS CODEINE 


~—"Milligram for milligram, 
Romilar is equal to codeine 


in specific 
antitussive effect 


For avoiding unwanted side effects 


IS CLEARLY BETTER THAN CODEINE 


Non-narcotic, 


non-addicting— 
does not cause drowsiness, 
nausea, 


or constipation 


PRocHE] Hoffmann-La Roche Inc: Nutley*N. J. 


Romilor® Hydrobromide—brond of d 
Syrup, Tablets, Expectorant (w/NH ,C!) 
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ELDEC Kapseals provide comprehensive nutritional 
and hormonal supplementation to aid in combating 
declining physiologic function in the patient over 
forty. Because maintenance of nutritional and meta- 
bolic balance during the middie years helps to modify 
and control progressive disorders of aging,'~* early 
administration of ELDEC Kapseals helps to assure 
increased health and vitality in the later years. 


aid in the maintenance of nutritional efficiency. 


ELDEC Kapseals contain valuable nutritional con- 


stituents often deficient in older patients: 


* 10 important vitamins plus minerais to help regu- 
late cellular function and maintain tissue 
metabolism 


: * lysine and methionine to aid in maintaining nitro- 
gen balance 


s0075 


supplement 


digestive enzymes—Taka-Diastase® and pancreatin 
~to help assure digestion of carbohydrates, fats 
and proteins 
aid in the maintenance of hormonal! efficiency 
By providing anabolic steroids estrogen and andro- 
gen, ELDEC Kapseals combat declining gonadai 
function, retard senile tissue atrophy, and help to 
correct.protein depletion states and osteoporosis. 
ELDEC Kapseals are available in botties of 100. 
References 
1. Stare, F. J.t Bull. New York Acad. Med. 32.284, 1956 
2. Koufman, W.: J, Am. Geriatrics Soc. 3:927, 1955 
3. Kinsell, L. W.: J. Am. Geriatrics Soc. 3:31, 1955 
4. Kapton, L.; Londes, J. H. & Pincus, J.: Geriot ies. 
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Index to Products 


BOOKS 
New Books (Mosby) 


DIETARY 


Apples (National Apple)..256 

Bremil (Borden) . . . .opp. 276 

Cereals, Strained Foods 
(Gerber) 

Evaporated Milk 

Karo Syrup (Corn 
Products) 

Liquid Sobee (Mead 
Johnson) 

Meyenberg Goat Milk ~ 
(Jackson-Mitchell) 

Mull-Soy (Borden) 

Oatmeal (Quaker) 

Similac (Ross) 


EQUIPMENT 


Autoclave (Pelton & 
Crane) 
Blue Brand X-Ray Film 
(Eastman) pp. 
Centurion II (Picker) . . . . 
Diaflex (Westinghouse)... 44 
E & J Chairs (Everest & 
Jennings) 
Ektachrome Film 
opp. 229 
Instrument Financing 
(Aloe) 
Quartz Lamp (Hanovia) . .210 
Royal 100 (Mattern) 
Speed Clave (Wilmot- 
Syringes and Needles 
(Becton, Dickinson) . . .214 
Ultrasonic UT-4 
(Burdick) 
Ultraviolet Lamp 


Universal Table (Ritter). . 194 
Viso-Cardiette (Sanborn) . 200 


PHARMACEUTICALS 


Achrocidin (Lederle)... . . 167 
Achromycin (Lederle)... .6-7 
A-C-K Buffered (Harvey). 54 
Alcon-Efrin (Alcon) 
Aldiazol-M 
(Massengill) 
Alkalol (Alkalol) 
Altepose (Merck Sharp & 
Dohme) 
Ansolysen (Wyeth) 
Antimumps Serum 
A-P-Cillin (White) 
Aquasol A Cream (U. S. 
Vitamin) 
Aspirin Supprettes 
(Webster) 
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PHARMACEUTICALS (cont.) 


Atarax (Roerig)..27, 295, 304 
Ataraxoid (Pfizer) . . .252-253 
Atarax Syrup (Roerig) . . .312 
Aureomycin 

(Lederle) 
Azo Gantrisin (Hoffmann-La 


Bemotinic (Ayerst) 
Benylin-Ambenyl! (Parke, 

Davis) 48-49 
Bicillin Sulfas 


Biopar Forté (Armour). . .228 
Biphetamine 

(Strasenburgh) 
Bonadoxin Drops (Roerig) 37 
Butazolidin (Geigy) 
Butiserpine (McNeil)... .. 
Calcinatal (Nion)........277 
Calpurate (Maltbie)...... 41 
Cerofort (White) 
Chymar (Armour) 
Clusivol (Ayerst) 
Colace (Mead 


Compocillin (Abbott) . .22--23 
Coricidin Forté 

(Schering)... . .52, opp. 52 
Coricidin—Penicillin 

(Schering)... . .53, opp. 53 
Cremosuxidine (Merck 

Sharp & Dohme) 
Cyesicaps (Lederle) 
Deca-Mulcin (Mead 


Decholin (Ames) 
Deltamide (Armour) 
Desenex (Maltbie) 
Desitin Ointment 


Diamox (Lederle) 

Diaparene Ointment 
(Homemakers’) 

Dilaudid (Bilhuber-Knoll) 302 

Ecotrin (Smith, Kline & 


Engran (Squibb) 
Entozyme (Robins) . . 262-263 
Equanil (Wyeth) 
Erythrocin (Abbott) 
261, opp. 261 
Felsol (American Felsol). .288 
Fer-In-Sol (Mead 
Johnson) 
Fiorinal (Sandoz)....... . 
Flexin (McNeil) 
Furadantin (Eaton) 
Gelusil, -/Lac (Warner- 


Gericaps (Sherman) 
Hesperidin Bioflavinoids 
(Sunkist) 


PHARMACEUTICALS (cont.) 


Homagenets (Massengill) 
opp. 196 
HP Acthar Gel (Armour) .293 
Hydeltracin (Merck Sharp 
& Dohme) 
Incremin (Lederle) 
Inversine (Merck Sharp & 


Lanteen (Esta) 
carylgan (Doho) 
Lipo Gantrisin (Hoffmann- 


60 
Lotusate (Winthrop) . 164-165 
Magnacort/Neo-Magnacort 
(Pfizer) . .289, 294, 298- 
299, 300, 302 
Malcotran (Maltbie) 
Mediatric (Ayerst) 
Medihaler-Nitro (Riker).. 61 
Mephyton (Merck Sharp & 
67 
Meratran (Merrell).2nd Cover 
Metamine (Leeming) 


Metandren Linguets 
(Ciba) 


Miltown (Wallace) 
Modane (Warren-Teed) . . 
Molofac (Squibb) 
Monodral with Mebaral 


Mumps Vaccine (Lederle).308 
Mysteclin (Squibb) 59 
Nembutal (Abbott). .opp. 260 
Neocholan (Pitman- 
Moore) 
Neo-Sedaphen (Carroll 
Dunham Smith)...... .300 
Neuro-Centrine (Bristol). .208 
Nitranitol R.S. (Merrell)... 292 
Nostyn (Ames) 232-233 
Novahistine (Pitman- 


Obedrin (Massengill)..... 39 
Os-Vim (Marion) 
Oxsorbil (Ives-Cameron)..295 
Pabirin (Smith- 
Dorsey)......... .230-231 
Parenzyme (National 
Drug) 
Pentids (Squibb) 
Pentritol (Evron) 
Pen Vee Oral (Wyeth)... 20 
Pen Vee Sulfas (Wyeth) . .270 
Phenergan (Wyeth) . 169, 220 
Phospho-Soda (Fleet). . . .206 
Piptal (Lakeside)... 3rd Cover 
Placidyl (Abbott) . . ..opp. 36 
Poly-Vi-Sol (Mead 


PHARMACEUTICALS cont), 


Prenatal (Stuart) . 
Pronemia (Lederle)... . 45 
Prothromadin (Harvey) . 250 
Pyridium (Merck Sharp & 
255 


Quinidine Sulfate (Davies, 


Raudixin (Squibb)....... 
Rauwiloids (Riker)... ... 
Resydess (Chicago Phar- 


204 

RG Lecithin (Glidden)... 58 
Roetinic (Roerig) 
Rolicton (Searle)....... 
Romilar (Hoffmann-La 

Roche) opp. 
Rutaminal-RQ (Schenley) 29] 
Sandril with Pyronil 


Selsun (Abbott) 
Sigmagen (Schering) 
24-25, 162-163, 238-239 
Sigmamycin (Pfizer) . . 28-29, 
64-65, 174-175, 234-235 
Sparine (Wyeth) 
Sterane (Pfizer) 
Stresscaps (Lederle) 
Sulfose (Wyeth) 
Sustagen (Mead Johnson) 


Synatan Seco-Synatan, 
(Irwin, Neisler) 223,224-225 

Syndrox (McNeil) 

Tace (Merrell) 

Tempogen (Merck Sharp & 
Dohme) 

Terfonyl (Squibb) 

Terrabon (Pfizer).......- 

Terra-Cortril (Pfizer).... 12 

Thorazine (Smith, Kline & 


Toclase (Pfizer) . .293, 296, 
305, 308 
Tri-Azo-Mul, -Tabs 
(First Texas).......-- 288 
Tri-Vi-Sol (Mead 


Tussar (Armour) . 
Vagisec Liquid (Schmid) . 296 
Vascutum (Schenley). . . .297 


Vastran Forté 
274-275 


V-Cillin Sulfa (Lilly) 257 
Veralba-R (Pitman-Moore) 30 
Vistabolic (Organon) . . . 
Zymenol & Zymelose (Otis 
E. Glidden) 303 


MISCELLANEOUS 

Binding Service (PABS) . .290 

Jesse Jones Volume File 
(AAGP) 

Jokake Inn and Paradise 
Inn (Alsonett) 

OTC Appliances/Elastic 
Hose (OTC) 

Prenatal Supports 
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4th Cover 
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(Schering) ...... .opp. 180 
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Index to Advertisers 


Abbott Laboratories . . 22-23, 

opp. 36, opp. 260, 261 
Alcon Laboratories 2 
The Alkalol Company 


A. S. Aloe Company 
American Felsol Company.. . 
Ames Company, Inc. 
.36, 232-233 

The ‘Armour Laboratories 

.50, 66, 228, 293, 311 
Ayerst Laboratories. 51, 264, 306 
Becton, Dickinson and 


Bilhuber-Knoll Corporation. .302 
The Borden Company 
. 276 
Bristol Laboratories Inc... . . 208 
The Burdick Corporation. . . 290 
§. H. Camp and Company. . 306 
Carnation Company 1 
Carroll Dunham Smith 
Pharmacal Company 
Chicago Pharmacal Company 204 
Ciba Pharmaceutical Products 


Corn Products Refining 
Company 

Davies, Rose & Co., Ltd... . 308 

Desitin Chemical Company. . 198 

Doho Chemical Corp 

Eastman Kodak Company 


C. B. Fleet & Co., Inc. 
Geigy Pharmaceuticals. .43, 172 
Gerber Products Company . . 186 
The Glidden Company 
Otis E. Glidden & Co. 
Hanovia Chemical & 
Mfg. Co.. 
The G. F. Company 


Hyland Laboratories 
Irwin, Neisler & 

Company... .. . .223, 224-225 
Ives-Cameron Company 
Jackson-Mitchell Phar- 

maceuticals, Inc.......... 
Lakeside Laboratories . 3rd Cover 
Lederle Laboratories . .6-7, 26, 

45, 56, 167, 246, 258-259, 
276, 308 
Thos. Leeming & Co., Inc. 


Eli Lilly and Company. 68, 257 
McNeil Laboratories. . 18-19, 
248, 283 
Maltbie Laboratories . 
176, 296 
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Marion Laboratories 
The S. E. Massengill Co. . .39, 
168, opp. 196 
F. Mattern Mfg. Co 2 
Mead Johnson & Company 
4th Cover, 240, 241, 
242-243, 244, 245 
Merck Sharp & Dohme. . 16. 
46-47, 67, 170-171, 222, 
255, 288 
The Wm. S. Merrell Company 
2nd Cover, 57, 292 
The C. V. Mosby Company... 166 
National Apple Institute... .256 
The National Drug Company 265 
Nion Corporation 277 
Organon, Inc 


Parke, Davis & Company 
48-49, 301, 304, 309 
Pelton & Crane Company... .287 
Picker X-Ray Corporation. . .249 
Pfizer Laboratories. . 12, 28-29, 
55, 64-65, 174-175, 234-235, 
252-253, 273, 289, 293, 294, 
296, 298-299, 300, 302, 
305, 308 
Pitman-Moore Company 
30, 278-279, 305 
Quaker Oats Company 
Riker Laboratories, Inc. .61, 266 
Ritter Company, Inc....... . 194 
A. H. Robins Co., Inc. . 262-263 
J. B. Roerig and Company 
27, 37, 173, 295, 304, 312 
Ross Laboratories 
Sanborn Company 
Sandoz Pharmaceuticals 
Schenley Laboratories, Inc. 


Schering Corp. . 24-25, 52, 
opp. 52, 53, 162-163, 
opp. 180, 238-239, opp. mo 
Julius Schmid, Inc 


Smith-Dorsey 
Smith, Kline & French Labora- 

i 8, 307 
E. R. Squibb & Sons. . 4, 31, 

59, 177, 218, 272 
R. J. Strasenburgh Co ‘ 
The Stuart Company 
Sunkist Growers 
U. S. Vitamin Corporation 
1 


Wampole Laboratories. .274—275 
Warner-Chilcott 
The Warren-Teed Products 

Co. 


The William A. Webster Co. 221 

Westinghouse Electric 
Corporation 

White Laboratories, 


Wilmot Castle Company... . 
Winthrop Laboratories 
164-165, 216 
Wyeth Laboratories. .20, 32, 
62-63, 169, 220, 226-227, 
237, 251, 270 


TUSSAR 


the long acting cough syrup 


provides greater relief 
with fewer doses per day 


One teaspoonful t.i.d. or q.i.d. provides 24- 
hour control of even obstinate, hacking coughs. 


Each fluid ounce of Tussar contains: 


Dihydrocodeinone bitartrate........ 
(may be habit forming) 


Prophenpyridamine maleate ......... 1 gr. 
Potassium guaiacol sulfonate, N.F. ... 8 gr. 
Sodium citrate, U.S.P. ..........,. 13.2 gr. 
Citric acid, U.S.P. 2 gr. 
Chloroform, U.S.P. ............. 2 minims 


Methylparaben, U.S.P. .......... - 0.1% 
Flavor, sweetening, aroma, vehicle 


.1/6 gr. 


ere 


Ammonium chloride, potassium iodide or 
ephedrine may be added to Tussar. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY * KANKAKEE, ILLINOIS 
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now in cordial-like form 


PEACE oF MIND 
ATARAX SYRUP 


Good tasting, fast-acting. Especially 
useful in hyperemotive children or in 
senile anxiety. Each cc. contains 2. mg. 
hydroxyzine. Adult dosage, one or 
two tsp., three times daily. Children, one 
tsp. once or twice daily. In pint bottles. 
ATARAX tablets, too. In 10 mg. 
(orange) and 25 mg. (green) 
tablets, bottles of 100. 


Chicago 11, Illinois 
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Key to Index Abbreviations 


ed | Editorial 
info pl | Information Please 
tip | Tips from Other Journals 
* | Scientific Article 


SUBJECT INDEX 


Apenowectomy: See Tonsillectomy 
ADENOVIRUSES (tip), December, 1956, p. 145 
AprENAL Gianps: See Aldosteronism, Primary 
ADRENAL STEROIDS, use of (info pl), October, 1956, p. 
156 
ALBUMINURIA in heart failure (tip), December, 1956, 
p. 145 
ALcoHouisM, diagnosis of intoxication (info pl), Oc- 
tober, 1956, p. 155 
ALDOSTERONISM 
primary (tip), July, 1956, p. 117 
primary, case report (tip), November, 1956, p. 144 
ALLERGY 
allergic accidents resulting from therapeutic agents 
*(Spain & Fontana), November, 1956, p. 113 
diagnosis in allergic disease, mechanics of, 
*(Maurer), July, 1956, p. 74 
Amesiasis, hepatitis (tip), July, 1956, p. 108 
American ACADEMY OF GENERAL PRACTICE 
architectural triumph of medicine 
December, 1956, p. 151 
headquarters building, dedication of, October, 
1956, opp. p. 196 
president’s dedication address (DeTar), November, 
1956, p. 151 


(Murray), 


GP incex to Volume XIV, 1956 


Index to Volume Fourteen 


JULY, 1956 THROUGH DECEMBER, 1956 


profiles 
Bratt, F. C., September, 1956, p. 186 
Lindner, J., July, 1956, p. 154 
Martin, C. E., August, 1956, p. 150 
Smith, C. R., October, 1956, p. 184 
Walsh, J. G., November, 1956, p. 190 
reports 
chairman of board of directors (Phelps), July, 
1956, p. 134 
executive secretary (Cahal), July, 1956, p. 125 
AMINOPHYLLINE, toxic effects of (ed), November, 1956, 
p. 69 
AMYLASE, SERUM, in acute renal insufficiency (tip), 
December, 1956, p. 147 
ANEMIA 
due to trauma (tip), October, 1956, p. 153 
ANEMIA, [RON DEFICIENCY 
treatment, intramuscular iron (tip), July, 1956, 
p. 112 
ANEMIA, PERNICIOUS 
after total gastrectomy (tip), October, 1956, p. 152 
ANEMIA, SICKLE CELL 
effects of surgical operations (tip), July, 1956, p. 107 
in pregnancy (tip), December, 1956, p. 146 
ANESTHESIA, safe anesthesia (ed), September, 1956, 
p- 73 
Ancina Pecroris: See Arteries, Coronary 
ANTICOAGULANT THERAPY: See also under Arteries, 
Coronary tooth extraction during (tip), August, 
1956, p. 121 
AorTA 
aneurysm, aortic graft in infancy (tip), November, 
1956, p. 148b 
aneurysm, dissecting, diagnosis and treatment 
*(Creech, DeBakey & Cooley), September, 1956, 
p- 125 
coarctation and normal blood pressure (tip), 
November, 1956, p. 145 
coarctation, arterial necrosis after resection (tip), 


December, 1956, p. 142 
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Aorta, ABDOMINAL 
obstruction, treatment by splenic artery by-pass 
grafts (tip), July, 1956, p. 118 
Aortic VALVE 
disease, diagnosis (ed), November, 1956, p. 70 
stenosis, surgical (tip), October, 1956, p. 153 - 
ApopLexy, CEREBRAL: See also Arteries, cerebral ECG 
changes in (tip), November, 1956, p. 147 
ARTERIES, CAROTID 
thrombosis following head injury (tip), July, 1956, 
p- 120 
ARTERIES, CEREBRAL: See also Apoplexy, Cerebral 
arteriovenous aneurysms (tip), October, 1956, p. 150 
thrombosis following chiropractic manipulation 
(tip), October, 1956, p. 144 
ARTERIES, CORONARY 
Angina Pectoris 
due to antihypertensive drugs (tip), November, 
1956, p. 142 
hypoglycemia and (tip), December, 1956, p. 142 
treatment, estrogen (tip), August, 1956, p. 122 
cholecystectomy in patients with coronary artery 
heart disease (tip), August, 1956, p. 115 
disease, preoperative preparation of patients (tip), 
October, 1956, p. 151 
Myocardial Infarction 
acute, urinary retention associated with *(Kap- 
lan, Deutsch, Bodner & Howard), July, 1956, 
p- 87 
anticoagulants in (info pl), August, 1956, p. 123 
impending, heparin therapy, simplified (tip), 
October, 1956, p. 152 
in surgical patients (tip), September, 1956, p. 143 
in white and negro (tip), July, 1956, p. 116 
postoperative (tip), September, 1956, p. 133 
post-recovery, heparin therapy (tip), October, 
1956, p. 150 
prognosis after (tip), August, 1956, p. 121 
ARTERIES, PERIPHERAL, thrombosis, surgical restoration 
of arterial flow (tip), July, 1956, p. 111 
ARTERY, SPLENIC, by-pass grafts (tip), July, 1956, p.118 
ARTHRITIS 
for the frightened, sick or ignorant (ed), December, 
1956, p. 70 
ATaractic Drucs 
in medical practice *(Fazekas, Shea & Sullivan), 
December, 1956, p. 74 
promiscuous use of (ed) (Fazekas), November, 1956, 
p- 72 
spectrum of confusion (ed) (Tomb), November, 
1956, p. 72 
status of (ed), November, 1956, p. 72 
AUTOMOBILE, driver, sleepy, as a preventive medicine 
problem *(Rodger), August, 1956, p. 90 
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AvuaTion, air flight, effects of (info pl), September, 
1956, p. 147 


BasinskI, brevity of (Fox), October, 1956, p. 115 
BACTEREMIA, gram-negative bacilli, etiology (tip), Octo- 
ber, 1956, p, 145 
Bn Ducts 
anastomoses, tubes in (tip), November, 1956, p. 144 
calculi, residual, in common bile duct (tip), Octo- 
ber, 1956, p. 148 
Brre, Human (info pl), September, 1956, p. 148 
Biapper: See also Urinary System 
incontinence, in males, muscle transplant (tip), 
November, 1956, p. 140 
Bioop Pressure: See Hypertension, Arterial 
Bong, growth after denervation (tip), August, 1956, 
p. 119 | 
Brain, trauma, blood volume changes after (tip), 
November, 1956, p. 146 
Brain DAMAGE 
brain-damaged child, dynamic considerations under- 
lying *(Eisenberg), October, 1956, p. 101 
handicapped child, facilities for training * (Garrett), 
August, 1956, p. 88 
Brain Tumors, diagnosis of *(Thompson), December, 
1956, p. 102 
BREAST 
abscess, recurrent (tip), November, 1956, p. 141 
cancer, (ed), October, 1956, p. 69 
cancer, prognosis in young women (tip), December, 
1956, p. 141 
Breast Frepinc, delayed (info pl), December, 1956, 
p- 149 
BRONCHOGRAPHY 
dionosil in (tip), July, 1956, p. 115 
with dionosil (tip), October, 1956, p. 146 
BRONCHOLITHIASIS (tip), September, 1956, p. 146 


C-Reactive PRrorein in heart failure (tip), August, 
1956, p. 116 
Cancer: See also Neoplasms and under specific or- 
gans examination for the asymptomatic patient 
*(Walsh), December, 1956, p. 82 
minimizing the cancer tragedy (Casser) (ed), De- 
cember, 1956, p. 72 
thrombophlebitis as a sign of (tip), December, 1956, 
p-. 143 
CaRcINoID 
carcinoid and serotonin *(Hussey), August, 1956, 


p. 80 
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malignant (tip), September, 1956, p. 136 
tumors of gastrointestinal tract (tip), December, 
1956, p. 141 
Career, preference for a physician’s (ed), August, 
1956, p. 69 
CarotTip Bopy Tumors (tip), September, 1956, p. 140 
Casts, method of cooling (tip), September, 1956, p. 
114 
CecuM, inflammatory lesions, nonspecific (tip), Octo- 
ber, 1956, p. 150 
Cuest: See Thorax 
CumpreEN: See also Infants 
brain-damaged child, dynamic considerations under- 
lying *(Eisenberg), October, 1956, p. 101 
chest x-rays *(Frohman & Festa), July, 1956, p. 80 
convulsions due to Shigella gastroenteritis (tip), 
August, 1956, p. 111 
epidemiology and the sick child *(Hammond), 
November, 1956, p. 109 
growth, effect of cortisone (tip), September, 1956, 
p- 137 
handicapped child, facilities for training * (Garrett), 
August, 1956, p. 88 
handicapped child, personality variants in the par- 
ents of *(Lebensohn), December, 1956, p. 86 
hypertension in childhood nephritis (tip), July, 
1956, p. 116 
kerosene poisoning in (tip), July, 1956, p. 117 
lead levels in blood (tip), October, 1956, p. 154 
mitral valve surgery in childhood and adolescence 
(tip), October, 1956, p. 146 
pancreatitis, hemorrhagic in (tip), August, 1956, 
p. 118 
swallowed objects in (tip), September, 1956, p. 134 
CHIROPRACTIC MANIPULATION and intracranial complica- 
tions (tip), October, 1956, p. 144 
CHLORPROMAZINE (Thorazine) : See also Ataractic Drugs 
hepatitis (tip), November, 1956, p. 143 
in home treatment of the agitated senile patient 
*(Settel), November, 1956, p. 97 
See Gallbladder 
Cuo.ecystectomy: See Gallbladder 
Cuotecystitis: See Gallbladder 
: See Gallbladder 
CuristMas, gift of (ed), December, 1956, p. 69 
Crrizens By Derautr (ed), October, 1956, p- 70 
Clavicte, fracture, treatment of *(Alexandroff), July, 
1956, p. 86 
CuinicopaTHOLOGIC CONFERENCE (ed), August, 1956, 
p. 73 
Ciussing: See F ingers 
Cop Liver On, uses (info pl), August, 1956, p. 124 
Co.rris, Caronic ULCERATIVE 
sexmental (tip), November, 1956, p. 142 


GP 'ndex to Volume XIV, 1956 


CoLon 
carcinoma of right colon (tip), August, 1956, p. 114 
carcinoma, recurrence of (tip), July, 1956, p. 112 
diverticulitis, surgical treatment (tip), August, 1956, 
p- 119 
diverticulosis, massive bleeding from (tip), October, 
1956, p. 148 
polyposis, multiple (ed), September, 1956, p. 72 
Convutsions: See also Epilepsy 
due to Shigella gastroenteritis (tip), August, 1956, 
p. 111 
Cookery, low fat: See Diet 
Cor Putmona.e: See Heart, disease (pulmonary) 
CorTIsong, in surgical shock (tip), July, 1956, p. 114 
Coucu Syncope: See Syncope 


Dean’s Messace (Practical Therapeutics Series), 
(Olson), July, 1956, p. 90 
DETERGENT, antiseptic, therapeutic application of 
*(Hodges), November, 1956, p. 86 
Diasetres MELLITUS 
anti-insulin substance (tip), October, 1956, p. 146 
features *(Gilston), September, 1956, p. 103 
hypoglycemic effect of sulfonamides (ed), July, 
1956, p. 69 
infections of lower extremity (tip), July, 1956, p. 
118 
types of (tip), October, 1956, p. 143 
Diet 
cookery, low fat (ed), October, 1956, p. 73 
DionosiL: See Bronchography 
Diuretic THerapy *(Ford & Moyer), December, 1956, 
p- 118 
Diverticu.itis: See Colon 
Divine Mepicineg, what’s new in * (Martins), December, 
1956, p. 91 
Docrors oF Mepicinz, first-class (Johnson), Septem- 
ber, 1956, p. 159 
Doc Rounpwors Disgase: See Larva Migrans, Visceral 
DrowninG, mechanisms of death (tip), September, 
1956, p. 134 
Drues, allergic accidents resulting from therapeutic 
agents *(Spain & Fontana), November, 1956, p. 
135 


Ears, best way to pierce (info pl), December, 1956, 
p- 150 
Economics 

misconceptions about your bank account (Fair), 


September, 1956, p. 163 
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Economics, MEDICAL 
costs, medical (ed), July, 1956, p. 71 
dependents, medical care for (ed), October, 1956, 
p- 72 
insurance, malpractice (ed), December, 1956, p. 69 
Epema: See under names of specific organs 
Epucation, MEDICAL 
general practice residency, a planned (Williamson), 
December, 1956, p. 156 
physician’s career, preference for (ed), August, 
1956, p. 69 
postgraduate training requirements (ed), August, 
1956, p. 72 
private practice by medical school faculty members 
(ed), September, 1956, p. 70 
prospectus (ed), October, 1956, p. 69 
ELECTROCARDIOGRAM 
changes in cerebral apoplexy (tip), November, 1956, 
p- 147 
in cold climates (tip), August, 1956, p. 112 
Q-waves, absence of (tip), August, 1956, p. 116 
EvectropuHoresis *(Rose), November, 1956, p. 101 
Empouism, Far (tip), August, 1956, p. 112 
Emesis: See Vomiting 
EMPHYSEMA, PULMONARY 
emphysema, peptic ulcer and smoking (tip), July, 
1956, p. 108 
Enpocarpitis, BACTERIAL 
after cardiac surgery (tip), July, 1956, p. 107 
splenectomy in (tip), September, 1956, p. 138 
Epremics, familial (tip), October, 1956, p. 148 
EpmweMIoLocy and the sick child *(Hammond), No- 
vember, 1956, p. 109 
EPImLepsy 
personality problems associated with seizures 
*(Forster), November, 1956, p. 90 
EryTuHReEMIA: See Polycythemia 
EsopuaGITis, peptic (tip), August, 1956, p. 115 
EsorpHacus 
contractile ring (tip), November, 1956, p. 148c 
perforation, spontaneous (tip), July, 1956, p. 112 
ulcer, regurgitant (tip), July, 1956, p. 114 
varices, types (tip), July, 1956, p. 108 
varix bleeding, pituitrin in (tip), October, 1956, 
p. 148 
Eruics, ‘MEDICAL 
teaching medical ethics (ed), September, 1956, p. 
72 
EXopPHTHALMOs: See also Goiter, Toxic 
unilateral in leukemia (tip), October, 1956, p. 150 


FepERAL MEDICAL SERVICES 
allowance for dependents’ medical care (ed). De- 
cember, 1956, p. 71 
dependents, medical care for (ed), October, 1956, 
p- 72 
FERTILITY, nutrition and (ed), December, 1956, ). 71 
Frproetastosis: See Heart 
Fick PrinciPLe: See Heart, output 
FINGERNAILS 
subungual hematoma, treatment (helpful hint) 
(Donahue), December, 1956, p. 139 
FINGERS 
clubbing, idiopathic (tip), September, 1956, p. 146 
FLUORIDATION OF WATER 
safety (info pl), August, 1956, p. 124 
*“FoaM Rusper” techniques of splintage, compression 
and traction *(Bettmann), October, 1956, p. 90 
ForeiGn Bopy 
metallic, treatment, magnet *(Frohman), August, 
1956, p. 95 
Fractures: See under names of specific bones 
Funnet Cuesr and heart disease (tip), November, 
1956, p. 142 


GALLBLADDER 
cholangiography, emergency intravenous (tip), 
August, 1956, p. 116 
cholecystectomy in patients with coronary artery 
heart disease (tip), August, 1956, p. 115 
cholecystography, oral, in liver disease (tip), Octo- 
ber, 1956, p. 142 
cholecystography, syllabus of *(Dietz & Litton), 
October, 1956, p. 109 
postoperative pancreatitis and cholecystitis (ed), 
July, 1956, p. 72 
GASTRECTOMY 
pernicious anemia after (tip), October, 1956, p. 
152 
techniques (tip), September, 1956, p. 140 
Gastritis, diagnosis (tip), October, 1956, p. 151 
GasTROENTERITIS, Shigella, convulsions in (tip), August, 
1956, p. 111 
GASTROINTESTINAL TRACT 
polyps, gastrointestinal (ed), October, 1956, p. 73 
polyps, spots and (Peutz-Jeghers syndrome) *(Gil- 
ston), October, 1956, p. 80 
GASTROMALACIA: See Stomach, perforation 
GENERAL PRACTICE 
department, functions of (AAGP Commission on 
Hospitals), October, 1956, p. 163 
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department in a large hospital (Desimone) , October, 
1956, p. 157 
general practice of medicine (Hawley), November, 
1956, p. 155 
growing respect, a (ed), December, 1956, p. 73 
pattern of a general practice *(Paul), October, 
1956, p. 117 
residency, planned (Williamson), December, 1956, 
p- 156 
GLOMERULONEPHRITIS, ACUTE 
childhood, hypertension in (tip), July, 1956, p. 116 
clinical study (tip), July, 1956, p. 115 
treatment of *(Daeschner & Moyer), July, 1956, 
p- 91 
GLOMERULOSCLEROSIS, intercapillary (tip), October, 
1956, p. 144 
Gorrer, with hypothyroidism and increased I'*' uptake 
(tip), August, 1956, p. 118 
Gorrer, Toxic 
diagnosis of (tip), July, 1956, p. 118 
GP Quy, July, 1956, p. 123 
GYNECOLOGY 
psychologic problems in gynecologic surgery (soma- 
topsychic conference) *(Hollender, editor), Sep- 
tember, 1956, p. 104 


HAMARTOMA OF THE LuNG *(Katz), August, 1956, p. 87 
Hanps 
peeling of skin (info pl), July, 1956, p. 122 
Hay Fever 
causes and treatment *(Fontana), August, 1956, p. 75 
Heap Ingury 
carotid artery thrombosis following (tip), July, 1956, 
p- 120 
HEALTH, promotion, a good cycle (ed), September, 
1956, p. 71 
Heart 
Arrhythmias 
block, auriculoventricular, complete (tip), No- 
vember, 1956, p. 102 
complicated, treatment (info pl), September, 1956, 
p. 148 
calcification within and around the heart *(Madi- 
son, Rogers & Hurst), October, 1956, p. 74 
disease and workmen’s compensation (ed), August, 
1956, p. 70 
disease, congenital, extracardiac anomalies in (tip), 
December, 1956, p. 143 
disease, congenital, Taussig-Bing syndrome (tip), 
November, 1956, p. 148b 
disease, funnel chest and (tip), November, 1956, 
p. 142 
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disease, pulmonary, chronic, plus left heart failure 
(tip), November, 1956, p. 146 
disease, rheumatic, subclinical (tip), November, 
1956, p. 147 
emergencies, cardiac, treatment in the home *(Selin- 
koff), November, 1956, p. 118 
fibroelastosis, adult (tip), November, 1956, p. 144 
muscular dystrophy, heart in (tip), September, 1956, 
p. 132 
Operations 
endocarditis, bacterial, after cardiac surgery (tip), 
July, 1956, p. 107 
output, cardiac, and Fick principle *(Rose), Sep- 
tember, 1956, p. 115 
Heart Famure 
albuminuria in (tip), December, 1956, p. 145 
C-reactive protein in (tip), August, 1956, p. 116 
Hemopuitia: See also pseudohemophilia 
treatment (tip), September, 1956, p. 143 
HEMORRHOIDS 
hemorrhoidal thrombosis, management of *(Jack- 
man), July, 1956, p. 82 
Hepatitis: See Liver 
Heparin: See specific vascular disorders 
HERNIA 
abdominal, pneumoperitoneum in (tip), July, 1956, 
p. 110 
hiatus (esophageal), treatment, surgical (tip), Au- 
gust, 1956, p. 120 
inguinal, sliding, repair with tantalum mesh (tip), 
September, 1956, p. 142 
Spigelian hernia (tip), October, 1956, p. 87 
HiccouGH 
treatment, traction of phrenic nerve (tip), August, 
1956, p. 113 
HisroptasMosis, disseminated, treatment (info pl), 
July, 1956, p. 122 
Hopck1n’s Disease 
classification of cases (tip), November, 1956, p. 141 
departments, selection of chiefs, November, 1956, 
p- 163 
general practice department, functions of (AAGP 
Commission on Hospitals), October, 1956, p. 
163 
general practice department in a large hospital 
(Desimone), October, 1956, p. 157 
joint commission on accreditation, Stover committee 
report (ed), September, 1956, p. 69 
should all hospitals have a general practice depart- 
ment?, September, 1956, p. 161 
staff meetings, November, 1956, p. 163 
staff organization and operation, conflict in, August, 
1956, p. 131 
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HYPERTENSION, ARTERIAL 
in childhood nephritis (tip), July, 1956, p. 116 
labile blood pressure (tip), September, 1956, p. 140 
treatment, should we treat hypertension early (ed), 
July, 1956, p. 72 
HYPOGLYCEMIA 
and angina pectoris (tip), December, 1956, p. 142 
hypoglycemic effect of sulfonamides (ed), July, 
1956, p. 69 
HypoparaTHyroipisM *(Gilston), November, 1956, p. 
123 
HYPOTHYROIDISM 
with goiter and increased I'* uptake (tip), August, 
1956, p. 118 


See Radioiodine 
IMMUNIZATION SCHEDULES (info pl), November, 1956, 
p- 150 
INFANTS: See also Children 
breast feeding, delayed (info pl), December, 1956, 
p- 149 
feeding, use of solid foods early in infancy * (Sackett), 
September, 1956, p. 98 
meconium plug syndrome (tip), July, 1956, p. 110 
INFLAMMATION, mechanisms (tip), September, 1956, 
p- 138 
INJURIES 
reporting personal injuries *(Barton), September, 
1956, p. 149 
INSURANCE, HEALTH 
compulsory health plan blankets Sweden (Lamme), 
September, 1956, p. 157 
INTESTINAL OBSTRUCTION 
adhesions, prevention (tip), October, 1956, p. 147 
INTESTINE 
anastomoses, omental grafts in (tip), October, 1956, 
p- 144 
bacterial flora during chemoprophylaxis (tip), Au- 
gust, 1956, p. 120 
diverticulum (Meckel’s) (tip), September, 1956, p. 
145 
lymphomas of small intestine (tip), December, 1956, 
p- 147 
INTUSSUSCEPTION in adults (tip), November, 1956, p. 
148a 


JAUNDICE 
constitutional hyperbilirubinemia (tip), July, 1956, 
p- 109 
intrahepatic obstructive (tip), November, 1956, p. 146 
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obstructive, due to drugs (tip), September, | 956, 
p- 144 
Jomts, Biopsy: See Synovial Biopsy 
JOURNALISM 
to write, first read (ed), July, 1956, p. 69 
so little time (ed), July, 1956, p. 70 
yellow journalists, case of (ed), September, 1956, 
p- 69 


KEROSENE POISONING, in children (tip), July, 1956, 
p- 117 
Kipneys: See also Urinary System and under specific 
disorders 
biopsy (tip), July, 1956, p. 114 
biopsy, needle *(Gilston), November, 1956, p. 75 
formation of urine *(Berman), October, 1956, p. 107 
insufficiency, acute, serum amylase in (tip), Decem- 
ber, 1956, p. 147 
KNEE, sprain, treatment (info pl), July, 1956, p. 122 
Knee Jerks, absent (info pl), December, 1956, p. 150 


Laporatory Tests (ed), November, 1956, p. 71 
LANGUAGE FORMULATION AND EXPRESSION, disturbances 
of *(Solnitzky), September, 1956, p. 83 
Larva MIGRANS, VISCERAL 
dog roundworm disease (ed), July, 1956, p. 70 
family epidemic, clinical features (tip), August, 
1956, p. 122 
LaRYNXx 
changes in laryngeal epithelium (tip), September, 
1956, p. 140 
spasm (tip), November, 1956, p. 148 
Leap PoIsONING 
blood lead levels in children (tip), October, 1956, 
p. 154 
LEUKEMIAS 
acute, after I'*' (tip), October, 1956, p. 143 
chronic granulocytic, treatment, Myleran (tip), Sep- 
tember, 1956, p. 135 
exophthalmos, unilateral in (tip), October, 1956, 
p- 150 
resistance to treatment (tip), October, 1956, p. 148 
Lirrte Tuincs (ed), December, 1956, p. 72 
Liver: See also Jaundice 
biopsy in tuberculosis (tip), November, 1956, p. 
148c 
disease, encephalopathies of (tip), July, 1956, p. 113 
disease, oral cholecystography in (tip), October, 
1956, p. 142 
hepatitis, amebic (tip), July, 1956, p. 108 
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hepatitis, chlorpromazine (tip), November, 1956, 
p- 143 
hepatitis, infectious mononucleosis (tip), December, 
1956, p. 145 
insufficiency, hepatic, acute and chronic, treatment 
*(Bennett & Moyer), October, 1956, p. 131 
Lunes 
apical herniations (tip), August, 1956, p. 113 
diffuse pulmonary lesions *(Katz), September, 1956, 
p. 82 
edema, pulmonary *(Katz), July, 1956, p. 89 
hamartoma *(Katz), August, 1956, p. 87 
lymphoma of lung and pleura (tip), August, 1956, 
p- 117 
malignancy, metastatic (tip), November, 1956, p. 141 
metastases, “‘solitary” (tip), December, 1956, p. 144 
solitary nodule, calcified (info pl), October, 1956, 
p- 155 
Lympn Nopes, mediastinal, calcification of *(Katz), 
October, 1956, p. 116 
Lympnomas of the lung and pleura (tip), August, 1956, 
p. 117 


Macnet Is Micuty *(Frohman), August, 1956, p. 95 
Marcinat Utcer: See Peptic Ulcer 
Mecxew’s Diverticutum: See Intestine, Diverticulum 
MECONIUM 
meconium ileus (tip), September, 1956, p. 142 
meconium plug syndrome (tip), July, 1956, p. 110 
MEDIASTINUM 
lymph nodes, calcification *(Katz), October, 1956, 
p. 116 
x-ray visualization of superior mediastinum (tip), 
September, 1956, p. 136 
Mepicat PRACTICE 
golden era of progress ahead (Murray), August, 
1956, p. 125 
Planning guide 
first steps in building medical units, September, 
1956, p. 155 
medical unit “building blocks,’ November, 1956, 
p- 159 
selecting the right site, August, 1956, p. 133 
specialization’s altered trend (Nyberg), December, 
1956, p. 154 
Mepicare: See Federal Medical Services 
Mric’s SyNpRoME: See Ovary, Fibroma 
MELANoMA, MALIGNANT: See also Nevus, Pigmented 
treatment (info pl), July, 1956, p. 121 
MENINGES 
subarachnoid hemorrhage (tip), September, 1956, 
p. 142 
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MENINGITIS, MENINGOCOCCAL (tip), November, 1956, 
p. 144 
Meninoitis, LisreriA (tip), July, 1956, p. 120 
MENTAL DisoRDERS 
agitated, senile patient, chlorpromazine in home 
treatment *(Settel), November, 1956, p. 97 
emotional disturbances in elderly (tip), September, 
1956, p. 144 
encephalopathies of liver disease (tip), July, 1956, 
p- 113 
of old people, treatment (tip), August, 1956, p. 112 
personality problems associated with seizures *(For- 
ster), November, 1956, p. 90 
personality variants in the parents of the handi- 
capped child *(Lebensohn), December, 1956, 
p- 86 
Mirra VALVE 
commissurotomy, results of (tip), November, 1956, 
p- 148d 
stenosis, advisability of early surgery *(Bolton, 
Morse & Paris), December, 1956, p. 113 
stenosis, commissurotomy, indications for (tip), 
December, 1956, p. 146 
stenosis, opening snap in (tip), September, 1956, 
p- 135 
surgery in childhood and adolescence (tip), Octo- 
ber, 1956, p. 146 
MONONUCLEOSIS, INFECTIOUS 
complications of (tip), November, 1956, p. 148 
hepatitis (tip), December, 1956, p. 145 
Muscutar Dystropuy, heart in (tip), September, 
1956, p. 132 
Mycoric INFECTIONS 
control of human mycoses (ed), August, 1956, p. 72 
MyocarpiAL Infarction: See Arteries, Coronary 
Myocarpiris, TusercuLous (tip), July, 1956, p. 111 
Myxoma (tip), September, 1956, p. 144 


NEEDLE Container (helpful hint) (Hackie), November, 
1956, p. 108 
NEOPLASMS 
malignant tissue, structure of (tip), November, 
1956, p. 146 
serous effusions, neoplastic (tip), November, 1956 
p- 148d 
Nepuritis: See Glomerulonephritis 
Nevus, pigmented (info pl), December, 1956, p. 149 
NITROFURANTOIN (tip), July, 1956, p. 108 
Nocarpiosis, sulfadiazine for (tip), December, 1956, 
p- 148 
NOVOBIOCIN 
clinical uses (tip), December, 1956, p. 144 
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properties (tip), November, 1956, p. 148b 
Nutrition and fertility (ed), December, 1956, p. 71 


ObsgsITyY, group therapy for—without the group *(Jen- 
kins), December, 1956, p. 110 
OpssTetrics: See also Pregnancy 
office, in rural practice *(Lane), December, 1956, 
p. 97 
Ovonrton, fracture of (tip), September, 1956, p. 141 
OMENTUM, infarction of (tip), August, 1956, p. 111 
Orpuan Viruses (info pl), August, 1956, p. 123 
ORTHOPEDICS 
“foam rubber”’ techniques of splintage, compression 
and traction *(Bettmann), October, 1956, p. 90 
OvaARY 
fibroma (Meig’s syndrome) (tip), November, 1956, 
p- 140 
OXYGEN “poisoning” (info pl), July, 1956, p. 121 


Pain, mechanisms of (ed), November, 1956, p. 71 
PANCREATITIS 
hemorrhagic in childhood (tip), August, 1956, p. 
118 
postoperative pancreatitis and cholecystitis (ed), 
July, 1956, p. 72 
PANTOTHENIC AciD deficiency (info pl), December, 
1956, p. 150 
PARATHYROID GLANDS: See also Hypoparathyroidism 
relation to calculi (info pl), July, 1956, p. 122 
PareEsTHESIAS of hands and arms (info pl), November, 
1956, p. 149 
Pecrus Excavatum: See Funnel Chest 
PEMPHIGUS, treatment, potassium para-aminobenzoate 
(tip), August, 1956, p. 121 
PENICILLIN 
penicillin V, uses of (tip), July, 1956, p. 109 
Peptic ULCER 
effect of smoking on (tip), December, 1956, p. 144 
emphysema, peptic ulcer and smoking (tip), July, 
1956, p. 108 
hemorrhage, massive (tip), October, 1956, p. 147 
marginal ulcer, causes (tip), August, 1956, p. 111 
roentgenogram in (tip), August, 1956, p. 114 
PERITONITIS 
meconium peritonitis (tip), October, 1956, p. 144 


Personauities (In the Medical News) 


Allman, David B., July, 1956, p. 35 
Babcock, Kenneth B., July, 1956, p. 34 
Berry, F., September, 1956, p. 34 
Bierring, W. L., August, 1956, p. 35 
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Burney, L. E., September, 1956, p. 35 
Cameron, Charles $., October, 1956, p. 35 
Cournand, Andre F., December, 1956, p. 34 
Forssmann, Werner, December, 1956, p. 34 
George, Senator W. F., September, 1956, p. 3-1 
Hilleman, M. R., August, 1956, p. 34 
Nelson, Russell A., November, 1956, p. 35 
Noel, Capt. John V., Jr., October, 1956, p. 34 
Richards, Dickinson W., December, 1956, p. 34 
Robinson, Major General Paul I., November, 1956, 
. 34 
Sabin, Albert B., December, 1956, p. 35 
Sawyer, William A., July, 1956, p. 34 
Snively, W. D., Jr., August, 1956, p. 34 
Snoke, Albert W., November. 1956, p. 34 
Wilinsky, Charles F., October, 1956, p. 34 
PHARYNGITIS, STREPTOCOCCAL, home treatment (tip), 
August, 1956, p. 122 
PHENYLBUTAZONE in nonarticular rheumatism *(McCor- 
mick), September, 1956, p. 95 
PHEOCHROMOCYTOMA 
hypotension following removal (tip), July, 1956, 
p. 118 
PLEURA 
lymphoma of lung and pleura (tip), August, 1956, 
117 
PNEUMONIA, primary atypical (tip), November, 1956, 
p. 148d 
PNEUMOPERITONEUM in treatment of abdominal hernia 
(tip), July, 1956, p. 110 
PolsoninGs: See under specific agents 
POLIOMYELITIS 
diagnosis (ed), October, 1956, p. 73 
diagnosis, laboratory *, October, 1956, p. 88 
Vaccine 
loss of during administration (info pl), October, 
1956, p. 156 
uses (info pl), August, 1956, p. 123 
PoLYCYTHEMIA VERA 
current status (tip), December, 1956, p. 148 
polycythemia rubra vera *(Gilston), July, 1956, 
. 81 
sei GASTROINTESTINAL: See Gastrointestinal Tract 
PopuLATION, our turbulent (ed), October, 1956, p. 71 
PorTaL VEIN HYPERTENSION 
phlebography in (tip), August, 1956, p. 120 
PRACTICE 
private practice by medical school faculty members 
(ed), September, 1956, p. 70 
PREGNANCY: See also Obstetrics 
pyelonephritis in (ed), August, 1956, p. 70 
sickle cell anemia in (tip), December, 1956, p. 146 
toxemia, clinical management *(Lindley, Rogers & 


Moyer), August, 1956, p. 97 
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ProstaTE GLAND 
cancer and acid phosphatase (tip), July, 1956, p. 
110 
Prurirus ANI AND VuLVaE, the allergic aspect *(Wald- 
bott), October, 1956, p. 96 
PsEUDOHEMOPHILIA (tip), September, 1956, p. 145 
Purpura, diagnosis of (info pl), Nov., 1956, p. 150 
Purpura, IDIOPATHIC THROMBOCYTOPENIC, treatment 
(tip), October, 1956, p. 152 
PYELONEPHRITIS in pregnancy (ed), August, 1956, 
70 
PyLorus OBSTRUCTION 
due to fruit pit (tip), August, 1956, p. 114 
treatment, medical (tip), September, 1956, p. 132 


RADIATION SICKNESS 
treatment, pyridoxine and dramamine (tip), August, 
1956, p. 122 
RapDIOIODINE, acute leukemia after (tip), October, 
1956, p. 143 
Rer.exes, absent knee jerks (info pl), Dec., 1956, p. 150 
REHABILITATION 
productive life, the (ed), September, 1956, p. 72 
ReLaxin, effects of (info pl), September, 1956, p. 148 
RELIGION AND MepIcinE—allies or adversaries *(Bar- 
nett), September, 1956, p. 75 
RESPIRATION 
depression, respiratory, from blocking agents (tip), 
November, 1956, p. 148d 
RHEUMATIC DISEASES 
phenylbutazone in nonarticular rheumatism *(Mc- 
Cormick), September, 1956, p. 95 
ROENTGENOGRAM: See X-rays, Chest 
Rounpworm: See Larva Migrans, Visceral 


SARCOIDOSIS 
skeletal lesions in (tip), November, 1956, p. 148b 
therapy, steroid (tip), September, 1956, p. 141 
SCLERODERMA 
treatment (tip), August, 1956, p. 119 
visceral scleroderma *(Katz), November, 1956, p. 80 
Sepackous Cysts, malignant degeneration in (tip), 
November, 1956, p. 140 
Seizures: See Convulsions, Epilepsy 
SEROTONIN, carcinoid and *(Hussey), Aug., 1956, p. 80 
SHock : See also Syncope 
from intrapleural Varidase (tip), October, 1956, 
p. 145 
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septic (tip), September, 1956, p. 143 
surgical, cortisone in (tip), July, 1956, p. 114 
Skin: See also under specific disorders 
cancer, cutaneous lesions of dental origin simulating 
*(Macomber, Wang & Gottlieb), November, 
1956, p. 81 
diseases, therapeutic application of an antiseptic 
detergent *(Hodges), November, 1956, p. 86 
effects of sun on (the sun shines bright) (ed), 
November, 1956, p. 69 
grafting, how to use Padgett-Hood dermatome 
*(Schurter & Letterman), Dec., 1956, p. 140 
preoperative preparation (tip), Oct,, 1956, p. 149 
spots and polyps (Pentz-Jeghers syndrome) *(Gil- 
ston), October, 1956, p. 80 
SMOKING 
cigarette smoking, measurement (tip), September, 
1956, p. 146 
effect on peptic ulcer (tip), December, 1956, p. 144 
emphysema, peptic ulcer and smoking (tip), July, 
1956, p. 108 
Sociat Securrry Act 
and for everyone a pension? (Kemp), August, 1956, 
p- 128 
SPECIALIZATION : See Medical Practice 
SPEECH : See Language 
Spiper Brres (tip), October, 1956, p. 154 
Spinat Corp InJuries (tip), October, 1956, p. 152 
SPLEEN, aspiration of *(Gilston) , November, 1956, p. 75 
SponpyLiTis, RHEUMATOID (tip), Sept., 1956, p. 133 
SraPHYLOcoccl, drug-resistant (info pl) , October, 1956, 
p- 156 
STERILIZING Mepicat Equipment *(Gilston), July, 1956, 
p- 88 
Sromacu: See also Pylorus 
perforation due to gastromalacia (tip), August, 1956, 
p- 112 
SrraBisMus, adult, psychiatric aspects *(Regnier), 
October, 1956, p. 123 
SUBARACHNOID HEMORRHAGE: See Meninges 
SUNBURN 
sun shines bright (ed), November, 1956, p. 69 
SUPRACLAVICULAR SWELLINGS (info pl), Sept., 1956, p. 147 
Surcery: See also under specific diseases, organs and 
operations 
skin preparation, preoperative (tip), October, 1956, 
149 
SuRGERY, Carbiac: See Heart 
SurGERY, Russian (tip), July, 1956, p. 120 
SwaLLowEeD Osjects in children (tip), September, 
1956, p. 134 
Syncope: See also Shock 
cough syncope, mechanism (tip), Oct., 1956, p. 151 
Synovial Biopsy (tip), October, 1956, p. 153 
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SYPHILIS 
positive serologic test (info pl), Oct., 1956, p. 156 


T 


Taussic-Binc SynpDROME: See Heart Disease, con- 
genital 
TEETH 
cutaneous lesions of dental origin simulating skin 
cancer *(Macomber, Wang & Gottlieb), Novem- 
ber, 1956, p. 81 
Tuoracic-OuTLet SyNDROME (ed), August, 1956, p. 69 
THorax 
chest film, lateral (tip), November, 1956, p. 148a 
TuHorazine: See Chlorpromazine 
THOROUGHNESS (ed), September, 1956, p. 70 
‘THROMBOPHLEBITIS 
antibiotics in (tip), August, 1956, p. 118 
as a sign of cancer (tip), December, 1956, p. 143 
postoperative (info pl), September, 1956, p. 148 
post-thrombophlebitic syndrome (tip), July, 1956, 
p. 107 
Tuymus GLAND 
neoplasms (tip), July, 1956, p. 116 
Tuyrow Gianp: See also Goiter 
cancer, treatment of (tip), August, 1956, p. 117 
carcinoma, papillary (ed), July, 1956, p. 71 
Tuyroroxicosis: See Goiter, Toxic 
Tinea Capitis, treatment (tip), Dec., 1956, p. 148 
TONSILLECTOMY 
anesthesia for *(Sadove & Wyant), Oct., 1956, p. 81 
hemorrhage, post-tonsillectomic *(Richards), No- 
vember, 1956, p. 103 
post-nasal packing, routine, for tonsillectomy and 
adenoidectomy *(Althaus), October, 1956, p. 89 
Torus Patatinus *(James & Walter), July, 1956, p. 78 
Toxemia or Precnancy: See Pregnancy, Toxemia 
TRACHEOSTOMY 
care of patients (tip), September, 1956, p. 94 
care of tracheostomy patients (ed), Sept., 1956, p. 73 
Tranquiizinc Drucs: See Ataractic Drugs 
TRAUMA, anemia due to (tip), October, 1956, p. 153 
TRAVEL 
advice for travelers going abroad *(Gruberg), August, 
1956, p. 83 
Tusercutin Test before BCG (info pl), December, 
1956, p. 150 
TusBERcuLOsIS: See also myocarditis, tuberculous, and 
under specific organs 
liver biopsy in (tip), November, 1956, p. 148c 
prevention with isoniazid (tip), Nov., 1956, p. 143 
Tusercutosis, Nope (tip), September, 1956, 
1956, p. 138 
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UncLe WILFRED 
a biblical message (ed), July, 1956, p. 71 
on pigeons (ed), October, 1956, p. 72 
on training general practitioners (ed), August, 
1956, p. 70 
Urinary System: See also Bladder; Kidneys 
formation of urine *(Berman), October, 1956, p. 107 
infections, treatment with nitrofurantoin (tip), July, 
1956, p. 108 
urinary retention associated with acute myocardial 
infarction *(Kaplan, Deutsch, Bodner & Howard), 
July, 1956, p. 87 
Urerus, cancer of (info pl), November, 1956, p. 150 


VACCINATION, complications of (tip), December, 1956, 
141 
VEINS, VARICOSE, in pregnancy (info pl), September, 
1956, p. 147 
Vocat Corps 
paralysis, prognosis in (tip), October, 1956, p. 142 
VoMITING 
therapeutic appraisal of antiemetic agents *(Conner 
& Moyer), November, 1956, p. 125 


Warts (Verucca) 
resistant (tip), September, 1956, p. 139 
treatment (info pl), August, 1956, p. 124 
WATER 
fluoridation (ed), October, 1956, p. 72 
Wis’ Tumor, treatment (tip), November, 1956, p. 
147 
WorkMeEn’s CoMPENSATION, heart disease and (ed), 
August, 1956, p. 70 
Worms: See also under specific varieties 
doctor, do you believe in worms?, *(Henrickson), 
September, 1956, p. 117 
Wririnc, Mepicat: See Journalism 


XERORADIOGRAPHY, November, 1956, p. 158 

X-Ray, “Biacksoarp,” November, 1956, p. 158 

X-Rays, Cuest, for children *(Frohman & Festa), 
July, 1956, p. 80 
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AUTHOR INDEX 


A 


Alexandroff, M., July, *1956, p. 86 
Althaus, C. F., October, *1956, p. 89 


Barnett, D. K., September, *1956, p. 75 
Barton, J. J., September, 1956, p. 149 
Bennett, H. D., October, *1956, p. 131 
Berman, L. B., October, *1956, p. 107 
Bettmann, E. H., October, *1956, p. 90 
Bodner, H., July, *1956, p. 87 

Bolton, H. E., December, *1956, p. 113 


Cahal, M. F., July, 1956, p. 125 

Casser, L., December, (ed), 1956, p. 72 
Conner, P. K., November, *1956, p. 125 
Cooley, D. A., September, *1956, p. 125 
Creech, O., September, *1956, p. 125 


D 
Daeschner, C. W., July, *1956, p. 91 


DeBakey, M. E., September, *1956, p. 125 


Desimone, L. O., October, 1956, p. 157 
DeTar, J. S., November, 1956, p. 151 
Deutsch, H. L., July, *1956, p. 87 
Dietz, M. W., October, *1956, p. 109 
Donahue, J. K., December, 1956, p- 139 
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Eisenberg, L., October, *1956, p. 101 
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Fair, E. W., September, 1956, p. 163 

Fazekas, J. F., November, (ed), 1956, p. 72; Decem- 
ber, *1956, p. 74 

Festa, N. V., July, *1956, p. 80 

Fontana, V. J., August, *1956, p. 75; November, 
*1956, p. 113 

Ford, R. V., December, *1956, p. 118 

Forster, F. M., November, *1956, p. 90 

Fox, J. DeW., October, 1956, p. 115 

Freis, E. D., July, (ed), 1956, p. 72 

Frohman, I. P., July, *1956, p. 80; August, *1956, 
p- 95 


Garrett, J. F., August, *1956, p. 88 

Gilston, R. J., July, *1956, p. 81, p. 88; Sept., *1956, 
p- 103; October, *1956, p. 80; November, *1956, 
p- 75, p. 123 

Gottlieb, E., November, *1956, p. 81 

Gruberg, K. H., August, *1956, p. 83 


Hackie, E. A., November, 1956, p. 108 

Hammond, K., November, *1956, p. 109 

Hawley, P. R., November, 1956, p. 155 

Henrickson, W. E., September, *1956, p. 117 
Hodges, F. T., November, *1956, p. 86 

Hollender, M. H. (editor), September, *1956, p. 104 
Howard, A., July, *1956, p. 87 

Hurst, J. W., October, *1956, p. 74 

Hussey, H. H., August, *1956, p. 80 
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Jackman, R. J., July, *1956, p. 82 
James, A. G., July, *1956, p. 74 
Jenkins, B. W., December, *1956, p. 110 
Johnson, R. A., September, 1956, p. 159 


Kaplan, J. H., July, *1956, p. 87 

Katz, S., July, *1956, p. 89; August, *1956, p. 87; 
September, *1956, p. 82; October, *1956, p. 116; 
November, *1956, p. 80 

Kemp, W. H., August, 1956, p. 128 


Lamme, L., September, 1956, p. 157 

Lane, W. H., December, *1956, p. 97 
Lebensohn, Z. M., December, *1956, p. 86 
Letterman, Gordon S., December, *1956, p. 140 
Lindley, J. E., August, *1956, p. 97 

Litton, L. D., October, *1956, p. 109 


Macomber, W. B., November, *1956, p. 81 

Madison, W. M., Jr., October, *1956, p. 74 

Martins, J. K., December, *1956, p. 91 

Maurer, M. L., July, *1956, p. 74 

McCormick, E. W., September, *1956, p. 95 

Morse, D. P., December, *1956, p. 113 

Moyer, J. H., July, *1956, p. 91; August, *1956, p. 
97; October, *1956, p. 131; November, *1956, 
p- 125; December, *1956, p. 118 

Murray, D. H., August, 1956, p. 125; December, 
1956, p. 151 


N 
Nyberg, C. E., December, 1956, p. 154 


Olson, S. W., July, 1956, p. 90 


Paris, A. M., December, *1956, p. 113 
Paul, S. E., October, *1956, p. 117 
Phelps, M. E., July, 1956, p. 134 


Regnier, E., October, *1956, p. 123 

Richards, L. G., November, *1956, p. 103 

Rodger, J. R., August, *1956, p. 90 

Rogers, J. V., Jr., October, *1956, p. 74 

Rogers, S. F., August, *1956, p. 97 

Rose, J. C., September, *1956, p. 115; November, 
*1956, p. 101 


Sackett, W. W., September, *1956, p. 98 
Sadove, M. S., October, *1956, p. 81 
Schurter, Maxine, December, *1956, p. 140 
Selinkoff, J. J., November, *1956, p. 118 
Settel, E., November, *1956, p. 97 

Shea, J. G., December, *1956, p. 74 
Solnitzky, O., September, *1956, p. 83 
Spain, W. C., November, *1956, p. 113 
Sullivan, P. D., December, *1956, p. 74 
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Thompson, G. N., December, *1956, p. 102 
Tomb, A. S., November, (ed), 1956, p. 72 
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Waldbott, G. L., October, *1956, p. 96 
Walsh, J. G., December, *1956, p. 82 
Walter, C., July, *1956, p. 74 
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Williamson, P., December, 1956, p. 156 
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you’d never know he has a peptic ulcer 


x 
a. he’s symptom free... 


day after day after day... 


week after week after week 


cholinolytic 


* normacid gastric action 
* normalizes G.I. tonus and motility 
* prolongs remissions, curbs recurrences 


* virtually free from “anticholinergic” 
side effects 


One tablet t.i.d. before meals and 1 or 2 tablets 
at bedtime. PIPTAL is the only brand of 
N-ethyl-3-piperidyl-benzilate methobromide. 
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Recognition of the surgical pa- 
tient’s special needs for nutri- 
tional support has resulted in 
many advances in the science of 
nutrition.! 


In a recent editorial summariz- 
ing nutritional factors in surgery, 
Ravdin! called particular atten- 
tion to the malnourished pa- 
tient’s: 


susceptibility to shock during 
anesthesia and operation 


tendency to liver damage 
delay in wound healing 
susceptibility to infection 


Ravélin' also suggests that in the 
absence of frank signs of de- 
ficiency it is nevertheless reason- 
able to assume that deficiency 
exists whenever illness has been 
prolonged, particularly in the 
face of faulty dietary intake. 


1. Ravdin, I. S.: Symposium on 
Nutrition in Surgery, Editorial, 
Am. J. Clin. Nutrition 3: 447-448 
(Nov.-Dec.) 1955. 


Sustagen is supplied in powder form 
in 1 pound, 24% pound and 5 pound 
cans. One pound provides 1750 
calories, including 105 Gm. protein. 


Surgical patients 
need food 


for therapy 


Sustagen’ 


Therapeutic Food for 
Complete Nourishment 


Sustagen is the only single food which 


contains all known nutritional essentials: 


protein, carbohydrate, fat, vitamins and 


minerals. It may be used by mouth or tube 


as the only source of food or to fortify the 


diet in brief or prolonged illness. 


SPECIFY SUSTAGEN 


to 
restore appetite 
overcome asthenia 
repair tissue 

in 
cirrhosis 
geriatrics 
chronic disease 
trauma 
infection 
peptic ulcer 
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SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 
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